Wellness Intervention as a Quality of Life Predictor in Mentally Ill Veterans by Ellis, Tosha Lashon
Walden University
ScholarWorks
Walden Dissertations and Doctoral Studies Walden Dissertations and Doctoral StudiesCollection
2016
Wellness Intervention as a Quality of Life Predictor
in Mentally Ill Veterans
Tosha Lashon Ellis
Walden University
Follow this and additional works at: https://scholarworks.waldenu.edu/dissertations
Part of the Psychiatric and Mental Health Commons, and the Public Health Education and
Promotion Commons
This Dissertation is brought to you for free and open access by the Walden Dissertations and Doctoral Studies Collection at ScholarWorks. It has been
accepted for inclusion in Walden Dissertations and Doctoral Studies by an authorized administrator of ScholarWorks. For more information, please
contact ScholarWorks@waldenu.edu.
  
 
  
  
 
Walden University 
 
 
 
College of Health Sciences 
 
 
 
 
This is to certify that the doctoral dissertation by 
 
 
Tosha Ellis 
 
 
has been found to be complete and satisfactory in all respects,  
and that any and all revisions required by  
the review committee have been made. 
 
 
Review Committee 
Dr. Susan Nyanzi, Committee Chairperson, Public Health Faculty 
Dr. Angela Prehn, Committee Member, Public Health Faculty 
Dr. Michael Dunn, University Reviewer, Public Health Faculty 
 
 
 
 
 
Chief Academic Officer 
Eric Riedel, Ph.D. 
 
 
 
Walden University 
2016 
 
 
 
  
 
Abstract 
Wellness Intervention as a Quality of Life Predictor in Mentally Ill Veterans 
 
by 
Tosha L. Ellis 
 
MSW, Clark Atlanta University, 2005 
BA, Chapman University, 2001 
 
 
Dissertation Submitted in Partial Fulfillment 
of the Requirements for the Degree of 
Doctor of Philosophy 
in Public Health 
 
 
Walden University 
October 2016 
 
 
 
  
Abstract 
Veterans with serious mental illness (SMI) are at high risk of developing conditions such 
as insulin resistance, obesity, and smoking, which may lead to chronic medical problems. 
As a result, the morbidity and mortality of people with SMI are high compared to the 
general population. It appears that integrated care improves the wellbeing of veterans; 
however, there is a gap in the literature on wellness-based interventions for veterans with 
SMI. The purpose of this cross-sectional study was to evaluate the association between a 
wellness intervention for veterans and their perceived quality of life (QOL). Social 
cognitive theory was the theoretical lens through which this study was conducted. It was 
hypothesized that there is an association between veterans’ involvement in the wellness 
component of a program and their perceived QOL. The program is a specialty VA service 
known as Mental Health Intensive Case Management (MHICM). A total of 112 veterans 
served by a single MHICM program in the U.S. Southeast completed a validated VA 
survey that measures health related QOL. A chart audit was conducted to gather 
information such as years served by the program and type of wellness services received. 
Regression modeling was used to assess the relationship between a veteran’s involvement 
in the wellness interventions and his or her perceived QOL. The study results showed that 
the interventions were not significant predictors of veterans QOL. Two covariates, age 
and gender, were found to be significant predictors, but each accounted for less than 7% 
of the variance. The study findings show the need for further research to explore the role 
of wellness interventions in a veteran’s recovery. Social change may result from 
encouraging veterans with SMIs to participate in self-rated QOL measures.   
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Chapter 1: Introduction to the Study  
In this chapter I introduce the topic and give background on the public health 
problem of serious mental illness (SMI) in veterans. The problem stems from 
disproportionate morbidity and mortality in persons with chronic mental illness compared 
to the general population. I offer an overview of the scholarly literature, and discuss U.S. 
Department of Veterans Affairs (VA) mental health practices, lifestyle interventions, 
integrated care, and mental health intensive case management services (MHICM). The 
scholarly work shows the need for wellness interventions to improve the quality of life 
(QOL) for veterans with SMI. To address a gap in the literature, I conducted this study to 
evaluate their QOL. Specifically, I assessed the perceived QOL of veterans with SMI in 
association with a wellness intervention. In this chapter, I present the research questions 
and show how they are supported by a social cognitive theoretical framework. I also 
discuss the quantitative, nonexperimental nature of the study including my use of 
secondary data, a survey and chart audit. Key terms are explained in the definitions 
section, and I conclude this chapter by addressing the assumptions, scope and 
delimitations, and limitations of the study.  
National health reports have indicated that mental illness has emerged as a major 
public health problem. Results from a 2012 national survey found that 43.7 million adults 
ages 18 and older had a mental illness (Substance Abuse and Mental Health Services 
Administration [SAMHSA], 2013). It ranks as the leading cause of disability in the 
United States, and accounts for a large proportion of disease among the population. 
Special populations such as veterans and older adults are disproportionately affected 
(SAMHSA, 2012; Kilbourne, Lai, & Bowersox, 2012). The burdens of severe mental 
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disease manifest in the daily functioning of people with SMI (Healthy People, 2013). 
SMI results in functional impairment as indicated by limited ability to work and attend to 
personal care. Care providers recommend preventive strategies to improve the quality of 
life of individuals with SMI (Cabass, Ezell, & Lewis-Fernandez, 2010).  
 QOL encompasses one’s physical and mental wellbeing. It is a subjective 
construct that is often self-rated to ascertain an individual’s life satisfaction (Prince & 
Gerber, 2005). QOL for people with SMI is diminished by factors such as medical 
comorbidity. An estimated 60% of individuals develop physical health problems in 
addition to their SMI (Gill et al., 2009). They experience risk factors such as weight gain, 
smoking behaviors, and heart problems which increases their likelihood of developing a 
chronic condition (Parks et al., 2006). These chronic conditions may be preventable given 
adequate clinical intervention. Moreover, access to integrated care and/or cross-trained 
health professionals could impact outcomes in the SMI population (Bowerson, Lai, & 
Kilbourne, 2012). Integrative care approaches may consist of colocating mental health 
care providers with a primary care clinic or training psychiatric providers to reinforce 
physical wellness. The system would thereby support a holistic environment in which 
overall wellness is addressed.  
Best practices and innovative strategies have a significant role in promoting 
whole health. A variety of mental health practices and tools align with promoting overall 
health. For example, illness management is a well-known intervention that has evolved 
into an evidence-based practice (SAMHSA, 2012). Illness management has been adapted 
by mental health clinics to establish wellness management practices. The evidence shows 
that wellness can be integrated into mental health programs. Such integration was shown 
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to be effective in a multidimensional VA mental health clinic group that addressed areas 
such as stress management, physical activity, and nutrition (Perlman et al., 2010). 
Similarly, a program in New York State modified illness management to create a 
wellness self-management curriculum (Salerno et al., 2011).The creators of this program 
added an individualized workbook and a physical health component. These innovations 
promote whole health.  
The need to achieve widespread wellness services for mentally ill persons has 
gained attention given the disease burden and implications for QOL. Mental health and 
physical health are connected (Healthy People, 2013). Although there is considerable 
literature on wellness and recovery among persons with SMI, much of it lacks focus with 
regard to interventions that improve QOL. Disorders such as major depression and 
schizophrenia result in disability, thereby reducing an individual’s QOL (Healthy People, 
2013). A significant proportion of veterans with SMI receive VA disability compensation 
and/or specialty mental health services (VBA, 2013; VHA, 2006). These benefits are 
provided to maximize QOL. The MHICM specialty entails a holistic approach to promote 
wellness and recovery among SMI veterans. These wellness interventions include 
activities such as psychoeducation, groups, health promotion, and medication monitoring 
(VHA, 2016).  
In this study, I evaluated the perceptions of veterans with SMI who received 
wellness interventions from a VA MHICM program. The study was prompted by the 
need to understand veterans’ views of their QOL. Health related QOL impacts overall 
well-being (Healthy People, 2013), and I determined that veterans’ self-rated QOL could 
assist mental health providers understand their subjective experiences. For example, the 
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provider may assess the veteran to be capable of participating in social activities; 
however, he or she may self-rate otherwise. Those administering the wellness program 
can thus use the veterans’ feedback to discern QOL from the individual perspective. This 
could assist with program development to teach and enhance skills. An individual’s 
ability to maximize functioning in the social, physical, and emotional domains could 
improve their QOL.  
There are social change implications for veterans with SMI who experience 
optimal QOL. They may become more involved as members of society at the individual 
and community level. For example, as productive members of their community they 
might engage in activities such as work and voting. Their participation in these activities 
would demonstrate self-efficacy. Their ability to engage in meaningful employment 
could fill a personal void and generate income. At a broader scale, the economy could be 
strengthened through revenue from a greater workforce. Civic involvement through 
voting and community group participation could improve the neighborhoods of SMI 
veterans. In the educational arena, they might serve among advocacy groups in support of 
mental health coalitions and campaigns.  
One such group, the National Alliance on Mental Illness (NAMI) has nearly 1,000 
state organizations or affiliates (NAMI, 2014). NAMI partnered with the VA on an 
initiative for family-to-family education (NAMI, 2014). This initiative helps families of 
mentally ill veterans connect with one another. NAMI provides opportunities for 
networking as well as organization on behalf of mental health consumers. The optimal 
functioning of veterans with SMI could enhance their personal growth, improve their 
communities, and strengthen society.  
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Background 
Wellness interventions encompass illness management and health promotion 
activities. The evidence shows that a wellness approach is a practical framework to use in 
serving people with SMI (Swarbrick, 2006). Wellness programming for mentally ill 
persons is indicated in clinical practice (Salerno et al., 2011; Klee et al., 2012). This 
programming is supported on a national level through lead agencies such as SAMHSA 
(2013). For example, SAMHSA recommended Whole Health Action Management 
(WHAM) and its implementation in recent years. The WHAM consists of 10 whole 
health and resiliency factors (SAMHSA, 2013). It teaches self-management of chronic 
physical and mental health problems. These deliberate steps to incorporate physical 
health promotion into mental health care could promote recovery. SAMHSA (2012) has 
regarded wellness as an expansive concept, and has taken a broad approach to serving 
persons with mental illness. Thus, mental health providers require the autonomy to 
integrate a wellness approach, and a number of modalities can be used in the clinic 
setting to deliver wellness services. The evidence shows that mental health practices, 
lifestyle interventions, and integrated care contribute to whole health (Hutchinson et al., 
2006; Cabassa et al., 2010, Kilbourne et al., 2011). 
Mental Health Practices 
Evidence-based clinical practices such as motivational interviewing and social 
skills training are employed to serve patients with SMI. Motivational interviewing (MI) is 
a client-centered approach that directs behavioral change (Miller & Rollnick, 2004). The 
clinician elicits change talk from the client to resolve his or her ambivalence towards 
treating the problem (Miller & Rollnick, 2004). MHICM clinicians are trained and use 
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the technique to guide SMI veterans in recognizing antecedents, the unhealthy behaviors 
or events that contribute to the clinical problem (Miller et al., 2008). For SMI veterans, 
an antecedent could be poor adherence to medication or lack of nutritionally balanced 
meals. Social skills training is provided to SMI veterans to teach interpersonal skills, and 
persons diagnosed with schizophrenia benefit from the role-playing to target 
assertiveness, conflict resolution, and other skills (Bellack et al., 2004). A meta-analysis 
of social skills training showed that the intervention improves psychosocial functioning 
of persons with schizophrenia (Kurtz & Mueser, 2008). Individuals who receive social 
skills training demonstrate improved interpersonal relations and abilities to carry out 
social roles. The evidence shows that when social skills training is combined with 
cognitive training, functional ability is increased (Galderisi et al., 2009).  
Lifestyle Interventions  
Although psycho-rehabilitative interventions are essential to the recovery of 
veterans with SMI, lifestyle interventions are also beneficial. Health education, smoking 
cessation, nutritionally balanced meals, and physical activity reduce the risk of chronic 
medical problems in persons with SMI (Cabass, Ezell, & Lewis-Fernandez, 2010). 
Chronic medical problems can result from metabolic syndrome, and the side effects from 
psychotropic medications contribute to the syndrome (McEvoy at al., 2005). Lifestyle 
interventions require emphasis in the clinical care setting when treating veterans with 
SMI (Fotiades et al., 2001). MHICM clinicians recognize the risk factors and provide 
interventions such as individualized health promotion. The evidence shows that positive 
outcomes are attainable when interventions are tailored. For example, veteran participants 
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in a Managing Obese Veterans Everywhere (MOVE) program received motivational 
telephone calls and a tailored newsletter in addition to the standard weight management 
services (Allicock et al., 2010). They reported an increased intake of fruits and vegetables 
at 1.7 servings daily, in comparison to 1.2 for the control group (Allicock et al., 2010).  
Integrated Care 
Veterans with SMI have access to an integrated care environment which supports 
their whole health. This type of environment increases the opportunity for physical and 
mental health care (Kilbourne et al., 2011). Veterans with schizophrenia, bipolar disorder, 
and post-traumatic stress disorder are less likely to receive medical care compared to the 
general veteran population (Cradock-O’Leary et al., 2002). The VA and other systems of 
care have embraced integrated approaches including collaborative models such as 
primary care teams specialized in mental health (VHA, 2012). This approach has positive 
implications for the system, but the inclusion of health promotion during direct mental 
health care may provide further benefit. In short, the physical wellness of veterans with a 
SMI can be promoted during mental health visits.  
Disciplines such as nursing and social work are appropriate for delivery of 
wellness services within mental health programs (Roberts, 2009; Bryne et al., 1999). 
Professionals in these disciplines are concerned with the whole person and may employ a 
holistic approach (Hare, 2004; Covington, 2003). Psychiatric nurses have a unique role in 
providing wellness education to consumers; topics can range from coping skills to 
smoking cessation (Schneider & Cook, 2005). Thus emotional health and disease 
prevention are addressed within the umbrella of services. Psychiatric nurses not only 
provide screening and assessment of patients but may also conduct groups. This is 
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evident in psychoeducational groups which incorporate physical and emotional 
dimensions of health (Schneider & Cook, 2005). Medication monitoring is another key 
area with regard to wellness for SMI veterans. Psychiatric nurses are able to reinforce 
medication adherence during care delivery to veterans.  
Clinical social workers who specialize in mental health provide similar services to 
patients (Roberts, 2009). Clinical social workers are trained in mental health assessment 
and provide direct interventions including therapy and group education. Social workers 
serve in multidisciplinary settings and function in an integrated role (Roberts, 2009). 
They may reinforce the physical health promotion plan or teach skills to improve 
symptom management. Social workers in MHICM programs have a unique role with 
regard to medication monitoring. Mental illness management and health promotion are 
essential components of wellness (Hutchinson et al., 2006). The evidence shows that 
mental wellness improves the individual’s attitude towards illness. Social workers use 
illness management tools and other to address symptoms and stigma. Scientific inquiry 
on mental health promotion indicates that social discrimination, social restriction, and 
social integration improve when training is provided (Tomaras et al., 2011). Similar 
findings have resulted from studies of mental health education programs. Outcomes such 
as medication compliance emerge following the intervention (Gerard & Scott, 1990).  
Mental Health Intensive Case Management Services  
Veterans served by MHICM programs receive services to improve health status, 
quality of life, and community functioning (VHA, 2016). They are among the special 
veteran population having SMI. This disability results in restriction or inability to 
perform in major life domains such as employment or independent living (APA, 2000; 
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Anthony, 1993). The MIHCM specialty program is comprised of psychiatric 
professionals from various disciplines. Recovery-oriented care is provided to promote 
optimal functioning in the veterans it serves. Recovery is a change process whereby a 
person improves his or her well-being, leads a self-directed life, and aims to achieve his 
or her full potential (SAMHSA, 2011). MHICM services are holistic and community-
based. Veterans are visited in their homes and also attend outpatient visits for psychiatric 
care, medication monitoring, and groups. An array of wellness activities are incorporated 
into care delivery. These activities align with the recovery model and innovations 
recommended by VHA (Goldberg & Resnick, 2010). The multidisciplinary team of 
MHICM clinicians is the provider for all veterans enrolled in the program. While both 
social workers and nurses serve as case managers, each discipline brings its expertise to 
the team. The social worker has a strong orientation to counseling and psychosocial 
needs, whereas the nurse possesses knowledge on health issues and medications (Hare, 
2004; Covington, 2003; Roberts, 2009).  
Gaps in the Literature 
There is a gap in the literature on wellness-based interventions for SMI veterans 
and the association of these interventions with veterans’ QOL, and the extant wellness-
related literature encompasses the general veteran population from a primary care 
perspective. VA health promotion programs such as MOVE target veterans in the 
primary care setting (Brooks & Younce, 2006), but veterans with SMI demonstrate 
limited participation in primary care and specialty visits (Cradock O’Leary, 2002). 
Therefore other strategies are necessary to engage SMI veterans in whole health care. 
Innovations such as wellness programming within mental health settings require inquiry. 
10 
 
 
 
Scholarly inquiry could inform practice and build the scientific base for wellness 
interventions in relation to QOL. QOL in veterans with SMI involves their life 
satisfaction and health (VHA, 2016; Bowersox, Lai, & Kilbourne, 2012). The follow-up 
data collected on MHICM surveys provide some information on QOL in SMI veterans. 
Length of time in the program following enrollment is related to their self-reported QOL 
(Mohamed, Rosenheck, & Cuerdon, 2010). Veterans self-rate higher on QOL when they 
remain in the MHICM program in comparison to those who leave the program early. 
Some participate for years, whereas others discharge within a few years of enrolling. The 
difference in self-ratings may be attributable to programmatic components such as 
wellness interventions (Mohamed, Rosenheck, & Cuerdon, 2010).  
The literature also lacks substantive information on QOL in veterans with SMI. 
Although specialty VA mental health programs assess QOL in veterans, the evaluations 
are limited in scope. For example, the follow-up data collected on a MHICM survey 
consists of only four questions pertaining to QOL (VHA, 2016). In this study, I used a 
validated survey instrument to evaluate the perceptions of health related QOL of veterans 
with SMI. Specifically, I sought to ascertain participants’ perceptions of QOL in relation 
to their involvement in the wellness activities. This inquiry was needed to advance the 
knowledge regarding perceived benefits of wellness-based interventions for this special 
population. It provided insight on integrating health promotion within mental health care.  
Problem Statement 
According to the National Psychosis Registry, over 200,000 U.S. veterans are 
diagnosed with a SMI (Kilbourne et al., 2009). A SMI is characterized as a severe, 
persistent psychiatric condition, and is typically schizophrenia, a mood disorder, or post-
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traumatic stress disorder (APA, 2000; VHA, 2016). The disorder interferes with a 
person’s functioning in one or more life activities such as interpersonal relations or 
vocation (SAMHSA, 2012). Among veterans served by MHICM programs, most SMIs 
are psychotic illnesses such as schizophrenia and schizoaffective disorder (Mohamed, 
Neale, & Rosenheck, 2009; VHA, 2011).  
Studies of morbidity and mortality of veterans with SMI have shown that SMI is 
associated with increased mortality (Cradock-O’Leary et al., 2002). Parks et al. (2006) 
found that mortality rates for persons with SMI were 4 times that of the general 
population. Various chronic conditions are attributable to mortality in SMI patients. The 
2012 National Survey on Drug Use and Health found that adults ages 18 and older with 
SMI were affected by hypertension (22%), asthma (19%), diabetes (8%), and heart 
disease (5%). Higher morbidity and mortality among persons with SMI are associated 
with preventable medical conditions (Parks et al., 2006). These conditions could be 
prevented by lifestyle interventions and wellness self-management. The mortality of 
persons with SMI is underscored by evidence of a reduced life span. They experience 
death earlier than the general population (White, Gray, & Jones, 2009). Identifying the 
predictors associated with veterans’ perceptions of QOL in relation to wellness 
interventions will support practice innovations (Goldberg & Resnick, 2010).  
Purpose of the Study 
The purpose of this non-experimental study was to understand the association 
between a wellness intervention and QOL in veterans with a SMI. QOL in this study 
pertains to the veteran’s self-rated well-being from a mental and physical health 
perspective. I operationalized the variable was using the Veterans RAND Health Survey, 
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VR-12 (Iqbal et al., n.d.). QOL is a subjective concept that is traditionally self-rated. 
When designing the study, I sought to determine if wellness programming in VA mental 
health settings should be expanded.  
QOL is predicated on mental health functioning and physical well-being, both of 
which are addressed in the wellness intervention. The VR-12 survey is a standardized 
instrument with validated physical and mental component scales (Kazis et al., n.d.). The 
VR-12 was administered to millions of veterans  by VA researchers and has two 
domains, physical health and mental health (Iqbal et al., n.d.). Building on these findings, 
I designed this study to evaluate the perceived health-related QOL of veterans with SMI 
who received a wellness intervention. The wellness intervention was a combination of 
mental illness management and health promotion activities. It was provided within the 
scope of MHICM services at a VA medical center located in the southeastern United 
States. I used the veterans’ number of years served in the program to define the 
independent variable, wellness intervention, in this study. These wellness interventions 
encompassed direct care services such as medication monitoring, wellness planning, and 
health promotion (Ellis & Samter, 2012). The findings add to the literature that could 
inform social policy for planning health services for this special veteran population.  
Research Questions and Hypotheses 
 RQ1: In male and female veterans with a SMI between ages 30 and 70, what is 
the association between involvement in MHICM wellness interventions and self-reported 
QOL? 
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 H01: There is no association between a SMI veteran’s involvement in MHICM 
wellness interventions and self-reported QOL as measured by years participated and VR-
12 survey score.  
 HA1: There is an association between a SMI veteran’s involvement in MHICM 
wellness interventions and self-reported QOL as measured by years participated and VR-
12 survey score.  
 H02: The association between a SMI veteran’s involvement in MHICM wellness 
interventions and self-reported QOL does not vary by age.  
 HA2: The association between a SMI veteran’s involvement in MHICM wellness 
interventions and self-reported QOL does vary by age. 
 H03 The association between a SMI veteran’s involvement in MHICM wellness 
interventions and self-reported QOL does not vary by mental health diagnosis. 
 HA3: The association between a SMI veteran’s involvement in MHICM wellness 
interventions and self-reported QOL does vary by mental health diagnosis. 
 H04: The association between a SMI veteran’s involvement in MHICM wellness 
interventions and self-reported QOL does not vary by gender. 
 HA4: The association between a SMI veteran’s involvement in MHICM wellness 
interventions and self-reported QOL does vary by gender. 
 RQ2: In male and female veterans with SMI between ages of 30 and 70, what is 
the association between involvement in the MHICM pyschoeducational group and self-
reported of QOL? 
H01 In male and female veterans’ with SMI, between the ages of 30-70 years old 
there is no association between involvement in the MHICM pyschoeducational 
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group and self-reported of QOL as measured by number of groups attended and 
VR-12 survey score. 
HA1 In male and female veterans’ with SMI, between the ages of 30-70 years 
there is an association between involvement in the MHICM pyschoeducational 
group and self-reported of QOL as measured by number of groups attended and 
VR-12 survey score. 
H02 The association between a SMI veteran’s involvement in the MHICM 
psychoeducational group and self-reported QOL does not vary by age.  
HA2 The association between a SMI veteran’s involvement in the MHICM 
psychoeducational group and self-reported QOL does vary by age.  
H03 The association between a SMI veteran’s involvement in the MHICM 
psychoeducational group and self-reported QOL does not vary by mental health 
diagnosis.  
HA3 The association between a SMI veteran’s involvement in the MHICM 
psychoeducational group and self-reported QOL does vary by mental health 
diagnosis.  
H04 The association between a SMI veteran’s involvement in the MHICM 
psychoeducational group and self-reported QOL does not vary by gender.  
HA4 The association between a SMI veteran’s involvement in the MHICM 
psychoeducational group and self-reported QOL does vary by gender. 
Theoretical Framework 
Social cognitive theory (SCT) is founded on behavioral principles and is one of 
the most commonly used frameworks in public health planning (Schneiderman et al., 
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2001). It contends that if one has a sense of personal effectiveness, the conditions 
affecting one’s behaviors can be changed. Veterans’ behaviors are affected by their social 
environment, including their peer group and family (VHA, 2011; VHA, 2012). SCT is 
comprised of six major constructs: (a) reciprocal determinism, (b) behavioral capability, 
(c) expectations, (d) self-efficacy, (e) observational learning, and (f) reinforcements 
(National Cancer Institute, 2005). These theoretical constructs are pertinent to evaluating 
wellness interventions in association with QOL of SMI veterans. Behavioral capability 
involves the knowledge and skill to perform a given behavior (National Cancer Institute, 
2005). Thus, behavioral capability is fostered in veterans by providing them wellness 
skill-building and psychoeducation (Klee et al., 2013). Reciprocal determinism involves 
the interaction between veterans and their environments. The influences between the two 
are noted in SCT. Self-efficacy pertains to veterans’ confidence their ability to overcome 
a behavioral barrier (National Cancer Institute, 2005). The knowledge or ability to 
perform a behavior such as practicing a coping skill comprises behavioral capability. The 
expectation is the anticipated outcome from the behavior. A veteran could anticipate 
improving his or her mental health through the application of coping skills. Observational 
learning occurs through role-modeling. Modeling is practiced when the clinician 
conducts role-playing or when a veteran observes the actions of a peer (Bellack et al., 
2004; VHA, 2011). This supports the veterans in their recovery and could contribute to 
perceived QOL. Reinforcements are provided to improve the veteran’s likelihood of 
maintaining the behavior (National Cancer Institute, 2005). I further describe social 
cognitive constructs in Chapter 2 in connection with the proposed research.   
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Nature of the Study 
This was a quantitative, nonexperimental study. I used archival data collection 
methods, including secondary survey data and chart audit results. The dependent variable 
was the perceived QOL for veterans with SMI between the ages of 30 and 70. The 
independent variables were the wellness intervention and the psychoeducational group 
within the MHICM program. The covariates consisted of age, gender, and type of SMI 
diagnosis. I used secondary data on the survey from a program evaluation conducted in 
October 2012. The Veterans RAND 12 (VR-12) survey measures health related QOL 
(Kazis et al., n.d.). The survey addresses mental and physical health domains pertaining 
to wellness. Data was gathered on all 112 participants who completed the survey. The 
participants were veterans with a SMI served by a single MHICM program. All veterans 
received services provided through the wellness component; some also participated in the 
psychoeducational group setting. I reviewed secondary data from a retrospective chart 
review to ascertain the veterans’ length of participation in the program, wellness 
interventions received, and involvement in the psychoeducational group.  
The retrospective chart audit captured data contained in the computerized patient 
record. The department had the original survey data which contain the names of the 
veteran participants. I used the names to identify the chart and extract demographic 
information along with the clinical data. I then assigned a case number to each participant 
to de-identify him or her. The data was populated into a spreadsheet using the assigned 
case number. I matched the respective case number to survey data on each participant, 
and used multiple linear regression and descriptive statistics to analyze the data. I stored 
the surveys and all hard copy material under lock and key in the department. The 
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spreadsheet and all other electronic information (i.e., SPSS) are stored on the secure VA 
server. The VA IRB approved the study in May 2014 and renewed it under continuous 
review in May 2016. The study met criteria for a waiver of informed consent and 
HIPAA. I submitted the VA IRB application to the Walden IRB for review, and followed 
its requirements accordingly.  
Definitions 
Health Related Quality of life (QOL): The veteran’s subjective view of his or her 
wellbeing defined by physical and emotional health (Bowersox, Lai, & Kilbourne, 2012; 
Prince & Gerber, 2005). 
Length of time (LOT): The veteran’s number of years receiving MHICM services. 
It is based on an enrollment date in to the MHICM program.  
 Wellness Intervention: A mental illness management or health promotion activity 
directly provided to a veteran having a SMI (Salerno et al., 2011; Goldberg et al., 2013). 
 Wellness Group: A psychoeducational and health promotion group aimed at 
improving a veteran’s quality of life and mental health recovery (Perlman et al., 2010). 
 Serious Mental Illness (SMI): A severe, persistent psychiatric disorder that affects 
a person’s functional status (VHA, 2006; American Psychiatric Association DSM- V-TR, 
2000). 
 Wellness Recovery Action Plan: A wellness tool completed by the veteran to 
outline signs of healthy functioning along with plans for recognizing and responding to 
emotional stress (Starnino et al., 2010; Fukui et al., 2009).  
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 Psychoeducation: Individual or group education provided to inform individuals 
about the symptoms of mental illness and how they might impact well-being (Vreeland, 
2003). 
 Health promotion: Individual or group activities aimed at fostering lifestyle 
changes towards optimal physical health and disease management.  
 Physical health: A domain of wellness that comprises health status as indicated by 
physiological indicators and diagnosed conditions (SAMHSA, 2012).  
 Emotional health: A domain of wellness that comprises mental health status as 
well as coping abilities and interpersonal functioning (SAMHSA, 2012).  
 Recovery: A process in which the SMI veteran seeks to achieve optimal 
functioning with his or her mental illness and lead a self-directed, meaningful life 
(SAMHSA, 2011).  
Social cognitive theory: A theoretical framework that explains the behavior of 
veterans in the wellness program. It defines a SMI veteran’s ability to practice wellness 
skills thereby achieving behavioral capability and self-efficacy (VHA, 2012; National 
Cancer Institute, 2005).  
Assumptions 
I made the following assumptions in this study: 
1. All participants comprehended the self-administered Veterans RAND 12-Item 
(VR-12) survey, and their responses reflected their understanding.  
2. Veterans considered their wellness experience in the MHICM program when 
answering the VR-12 survey.  
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3. Veterans perceived wellness as their overall health including physical and 
emotional well-being.  
 These assumptions were necessary for me to evaluate veterans’ perceptions of 
their QOL in conjunction with the wellness intervention. I chose the convenience sample 
based on the wellness services unique to the particular site. There are no known VA 
MHICM programs that offer the same type of wellness services. I also assumed that each 
participant was attentive to the survey items and understood them. This would support an 
accurate self-report on QOL. Finally, I assumed that they were able to reflect on their 
experience in the wellness components of the program when providing responses. This 
assumption was practical given the recent implementation of various wellness activities 
(e.g., group meetings and mental wellness planning).  
Scope and Delimitations 
The study’s focus was on MHICM wellness interventions and their association 
with self-reported QOL in SMI veterans. Although other VA health programs offer 
wellness services, the ones in this study were tailored to SMI veterans. SMI veterans are 
a special population that the VA directly engages for participation in general VA surveys 
to rate service satisfaction and the care environment (VHA, 2016). MHICM programs 
target this population and provide specialized mental health services. This study included 
a convenience sample of 112 veterans served by a single MHICM program in the 
Southeastern United States. I chose this site because of its unique wellness services, a 
combination of mental and health promotion interventions (Ellis & Samter, 2012). Using 
data from this single program, I was able to evaluate veterans’ perceived QOL in 
association with the unique wellness intervention.  
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The results of the study may not be generalizable to the mainstream population of 
veterans. Veterans who only receive medical services and/or general mental health care 
do not possess attributes of the special population. Veterans with SMI who are served by 
MHICM programs meet clinical criteria that qualify them for the specialty service. They 
also have access to the wellness service. The results also may not be generalizable to 
veterans served by other VA MHICM programs because of the unique services provided 
at my study site. The broader implications include possible replication of the wellness 
programming at other VA MHICM sites. The wellness services could be adapted to meet 
local needs. For example, some sites could place emphasis on patients who are dually 
diagnosed with a SMI and a substance use disorder.  
Limitations 
 There were several limitations to this study. First, the design was nonexperimental 
and I used archival data collection methods. I evaluated self-rated QOL in association 
with a wellness intervention. Thus, I could not be certain that the responses would be 
comparable to a baseline measure, and I did not conduct a pre-test. However, this 
limitation was minimized given the fact that all veterans met criteria for program entry 
due to functional impairment and need for sustained mental wellness. Second, the 
dependent variable was the perceived QOL for veterans with SMI between the ages of 30 
and 70. These veterans were served by a single MHICM program that had a unique 
wellness component. Thus, the results cannot be generalized to veterans served in other 
VA MHICM programs. Third, the VR-12 survey is a valid measure of health related 
QOL and has been administered to millions of veterans. Its standardization was based on 
the general veteran population and not specifically those with SMI. However, the survey 
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was widely distributed and is recommended for various chronic illnesses. Its use is 
further supported by VA scientists who applied data collected in a general VA study on 
SMI veterans (Bowersox, Lai, & Kilbourne, 2012). One of the investigators highly 
recommended the VR-12 for the MHICM program evaluation conducted in October 
2012.  
Significance 
 This study is significant inasmuch as it expands the body of knowledge on 
wellness interventions. Wellness is a key component of public health’s mission. The 
American Public Health Association (APHA, 2013) emphasizes wellness and prevention 
across the lifespan. The APHA recognizes the broad nature of public health as indicated 
by the specialized sections it includes within the member organization. Mental health is 
among the 29 primary sections (APHA, 2013). This study broadens the understanding of 
wellness in relation to veterans with SMI. They suffer from a severe, persistent mental 
illness which has implications for recovery. Their recovery is determined by subjective 
qualities such as self-worth and health (Anthony, 1995). 
Understanding factors associated with QOL for SMI veterans is essential to 
developing programs that foster recovery. Holistic, self-direction, and person-driven 
recovery principles are connected to wellness (SAMHSA, 2011). Treatment models such 
as intensive case management and psychosocial rehabilitation are employed with the 
outcome of improving these veterans’ QOL (Goldberg & Resnick, 2010). Wellness 
interventions offered by the program in this study may be replicated and provided at other 
VA MHICM sites. Its unique services, such as wellness groups, engage veterans in the 
recovery process. Findings from the study could inform VA health policy regarding 
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wellness as a component of recovery for SMI veterans (Goldberg & Resnick, 2010; 
VHA, 2008). The VA Uniform Mental Health Services handbook (VHA, 2008) defines 
the continuum of care for veterans, and makes provisions for serving veterans with SMI. 
Findings from the study could inform best practices for this special veteran population. 
Positive social change results when SMI veterans are able to maximize their recovery. 
Consistent with public health’s mission, veterans may be able to participate as productive 
members of their communities. Their productivity has implications for the individual, 
community, and society.  
Summary 
 In this introductory chapter, I provided an overview of the topic regarding 
veterans with SMI and the provision of wellness interventions. The aims of the study 
were to ascertain the veterans’ perceptions of the interventions on their QOL. Veterans 
with SMI suffer from co-occurring medical problems and limited social functioning due 
to the debilitating nature of the disease. They experience as much as a 25-year reduction 
in lifespan compared to the general population. The public health problem involves the 
lack of tailored wellness interventions for veterans with SMI. Interventions to promote 
physical health could be integrated during mental health service. I believed that wellness 
services provided by a VA MHICM program were associated with veterans’ perceived 
QOL. If their QOL benefits from the wellness interventions, I believed that their overall 
recovery would be maximized. This could increase their psychosocial functioning and 
support their autonomy in the communities in which they live. Society would ultimately 
benefit. I review the extensive literature involving this special population in the next 
chapter.   
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Chapter 2: Literature Review 
Introduction 
The purpose of this study was to evaluate the perceived QOL of veterans with a 
SMI who received a wellness intervention. SMI is a severe, persistent psychiatric 
condition, such as schizophrenia, a mood disorder, or post-traumaticstress disorder 
(Mohamed, Neale, & Rosenheck, 2009). In this chapter, I summarize the literature 
involving SMI veterans and the factors that affect their circumstances. Factors such as 
comorbidity, lifestyle interventions, and quality of life are among the topics researchers 
have discussed in the literature. According to White, Gray, and Jones (2009), people with 
SMI die 10-15 years earlier than the general population, and they are disproportionately 
affected by medical comorbidities. In my literature review, I found a gap which 
compelled me to evaluate SMI veterans’ perceptions of their QOL in connection with a 
wellness intervention.  
The literature on people with SMI spans a spectrum of scholarly inquiry that 
includes several major constructs. The seminal works generally have been focused on (a) 
mental health recovery and veterans, (b) VHA MHICM services, (c) medical 
comorbidity, (d) wellness interventions, and (e) quality of life for the chronically 
mentally ill. The President’s New Freedom Commission (SAMHSA, 2003) produced a 
major work pertaining to wellness and recovery. In it, the commission identified the 
vulnerable components of the U.S. mental health system of care. Recovery and an 
integrated system were among the recommendations (SAMHSA, 2003). Recovery for 
mentally ill veterans gained attention following the commission’s report. The VA’s 
Mental Health Strategic Plan Workgroup identified a continuum of care to support mental 
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health recovery (Goldberg & Resnick, 2010). Essential components such as MHICM 
programs and supported employment provide direct services to veterans with SMI. They 
operate under the recovery model which the VA health system has defined as including 
self-direction, living a meaningful life, and improving health (SAMHSA, 2011).  
The wellness and recovery of veterans with SMI is influenced by medical 
comorbidity. They have a high prevalence of physical health problems such as diabetes 
and hypertension (Cradock O’Leary et al., 2002). Those conditions contribute to the 
morbidity and mortality among veterans with a SMI (Miller, Paschall, & Svendsen, 
2006). Wellness interventions are an innovative approach to fostering recovery in 
mentally ill veterans. Wellness interventions can be provided in various ways such as 
psychoeducation and physical health reinforcement. Wellness groups provide a format 
for integrating mental illness management and health promotion (Salerno et al., 2011; 
Perlman et al., 2010). Evidence-based tools such as illness management and recovery 
curricula are available for clinician’s use (SAMHSA, 2010).  
QOL for people with chronic mental illness has received attention over the years 
(Prince & Gerber, 2005). This attention has led to clinicians’ generation of rehabilitative 
models designed to improve life satisfaction (Boston University Center for Psychiatric 
Rehabilitation, 2014). Researchers view QOL as a subjective construct, especially when 
self-rated by the mental health consumer (Prince & Gerber, 2005). Throughout the 
literature, scholars identified QOL as a noteworthy outcome to evaluate when studying 
people with SMI because it captures the essence of a person’s experience. Their 
psychosocial well-being appears to be influenced by social functioning, mental ability, 
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and health status. These factors could inform the development of a wellness framework 
for persons with SMI (Swarbrick, 2006).  
Literature Search Strategy 
To identify studies pertinent to my research, I used academic databases, accessed 
professional journals, and reviewed published works listed in the references of key texts. 
I initiated the search by first accessing the Thoreau online engine which encompasses 
multiple databases. I used keywords including wellness, serious mental illness, veterans, 
quality of life in the mentally ill, social learning, role modeling, social skills, and 
comorbidity in the mentally ill. This approach led me to some key articles, but the output 
was limited in scope. As a result, I initiated a search within specific scholarly databases 
including Proquest Central and Psychiatry Online. The Psychiatry Online database 
contains major journals for the scholarly discipline. I conducted journal searches within 
the psychiatry database and specific Proquest database to identify meaningful works. I 
used the keywords to conduct advanced searchs within each database. At times, I entered 
a single phrase such as wellness interventions, while at other times I entered two fields 
separated by and to accomplish an adequate search.  
The keyword and advanced search strategies revealed multiple articles in the 
subject area. The articles largely reflected scholarly works from professionals in the 
mental health field during the period of 2007 to 2014. These scholars included 
psychologists, clinical social workers, nurses, and public health professionals. The 
literature included federal reports, VA studies, and research conducted in the community. 
The seminal works were noted in studies that targeted veterans with SMI. The articles 
comprised relevant topics such as medical comorbidity in veterans, wellness planning, 
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and quality of life. I flagged the articles within the databases when possible, and saved 
them to a list. Whenever a publication could not be flagged, I downloaded and saved the 
document. Subsequently, I sorted and grouped the articles according to themes that 
emerged during the literature review.  
My review of the scholarly works revealed other avenues to pursue with regard to 
the relevant literature including publications from organizations and lead public health 
agencies that have a stake in the mental health arena. Publications from these 
organizations, including SAMHSA and the National Association of State Mental Health 
Program Directors (NASMHPD), were instrumental in advancing some aspects of the 
issue. The NASMHPD published two studies during the first decade of 2000s which 
investigated morbidity, mortality, and health status of persons with SMI. 
Mental Health Recovery and Veterans 
 While recovery has traditionally been used in the context of substance use 
disorders, the concept has come to be used in reference to mental illness. Recovery was 
introduced in the 1990s following a period in which people with mental illness were 
reintegrating into communities (Anthony, 1993; Ralph & Corrigan, 2005). Mental health 
recovery reflects the person and their experience; it pertains to a meaningful life for one 
living with the illness. Recovery was a guiding vision for 1990s care providers to support 
rehabilitation of people with mental illness (Anthony, 1993). Wellness and recovery 
appear key to the rehabilitation of affected persons (Hutchinson et al., 2006, Swarbrick, 
2006).  
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History and Inception 
The President’s New Freedom Commission on Mental Health (2003) was 
instrumental in evaluating the mental health care system in the 21
st
 century. The 
commission was appointed as part of President Bush’s New Freedom Initiative to 
promote opportunities for the disabled (SAMHSA, 2003). The commission was charged 
with examining the mental health system to identify gaps, and it recommended 
systematic transformation oriented towards recovery-oriented care (SAMHSA, 2004; 
Goldberg & Resnick, 2010). Recovery was identified as a means to facilitate partnerships 
between patients, their families, and health care providers (President’s New Freedom 
Commission on Mental Health, 2013). The VA responded to this recommendation in 
2005 by appointing a taskforce to develop a strategic plan for its health system.  
The VA Mental Health Strategic Plan Workgroup determined the need for a 
recovery-oriented transformation (Goldberg & Resnick, 2010). Recovery-oriented 
services were to be delivered through the mental health continuum of care. Specialized 
VA programs such as peer support, and positions such as local recovery coordinator were 
key components for implementing the model and stimulating the care environment 
(Goldberg & Resnick, 2010). Recovery services are intended to promote a veteran’s 
wellness, community integration, and personal goals. VA MHICM programs are an 
integral component of mental health recovery services. MHICM programs promote the 
quality of life of SMI veterans and provide direct services under whole health principles 
(VHA, 2012). 
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Recovery-Oriented Treatment  
VA MHICM programs which are modeled after assertive community treatment 
(ACT) incorporate a recovery approach. In this model, staff must adjust to a culture of 
recovery, and areas such as human resources, organizational boundaries, and the nature 
of services are impacted (Salyers & Tsemberis, 2007). Human resources are focused on 
building a team to support cross-coverage. However, this shift in emphasis could 
minimize focus on practitioners’ work with patients on individual recovery. This 
challenge is overcome in MHICM programs because a primary clinician serves a single 
caseload which enables continuity and therapeutic rapport with clients (Neale & 
Rosenheck, 1995). Additionally, the organizational goal of sustaining a person in their 
community may conflict with the need for a hospital admission. In their chart audit of 
SMI patients in the community at 1 year post-entry into ACT, Udechuku et al. (2005) 
found that the mean number of hospital days decreased from 80 to 10. Although the 
models reduce psychiatric hospital readmissions, there could be a need for hospitalization 
to support a patient’s recovery (Burns et al., 2007).  
Professionals on the multidisciplinary team can provide interventions that align 
with best practices for recovery. These would comprise evidence-based interventions 
from disciplines such as social work and nursing. Recovery-oriented treatment can be 
used to foster a patient’s rehabilitation. This was illustrated by Morrisey, Domino, and 
Cuddeback (2013) in their evaluation of outcomes associated with recovery-oriented care 
in ACT services to persons in the community. The greatest reduction in hospital 
admission was among those patients who frequently used the inpatient services. These 
findings showed the potential efficacy of a recovery model within VA MHICM 
29 
 
 
 
programs. MHICM programs can employ a recovery-oriented model to improve the QOL 
and health status of veterans with SMI. Recovery-oriented services may include 
innovations such as wellness programming.  
VA MHICM Services 
 The services that MHICM programs provide are holistic, with the aim of 
delivering high quality care. MHICM case managers provide flexible services in the 
veterans’ communities to improve their adjustment, functioning, and QOL (VHA, 2006). 
A veteran’s rehabilitation is guided by recovery principles such as hope and 
responsibility (Goldberg & Resnick, 2010). The MHICM team responsible for a veteran’s 
care is composed of practitioners from multiple disciplines including nursing, social 
work, and psychiatry. A nurse or social worker serves as the primary case manager for a 
veteran.  
Therapeutic Alliance and Transitions  
The alliance that a veteran forms with the MHICM case manager has some 
influence on recovery. The alliance is a trusting relationship that enables the therapeutic 
process (Neale & Rosenheck, 1995). In follow-up MHICM surveys, veterans have 
reported confidence that the case manager is able to help them achieve recovery goals 
(Mohamed, Neale, & Rosenheck, 2009). The veterans’ responses have indicated a high 
rating on client-case manager alliance (Neale & Rosenheck, 1995). The therapeutic 
alliance supports the delivery of wellness interventions because veterans are receptive to 
the information, and the application of the information has significance towards the 
veteran’s perceived QOL (Mohamed, Neale, & Rosenheck, 2009). For example, if the 
alliance encourages the veteran’s follow through with a walking plan, it could change 
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attitudes and lifestyle behaviors. Consistent participation in the MHICM service 
contributes to retention in the program. Moreover, holistic care provided in the context of 
illness management promotes a veteran’s rehabilitation (Mohamed, Rosenheck, & 
Cuerdon, 2010). Components such as therapy, medication management, and health 
promotion prepare the veteran for transition and promote self-direction and independence 
(SAMHSA, 2012). These components form the wellness component of the MHICM 
program in my study. 
MHICM veterans transition to a lower level of care when they progress towards 
their recovery (VHA, 2016). Recovery may be indicated through improved functional 
status such as independent living in a housing community. Clinical status is also a factor 
in a veteran’s transition. VA MHICM policy contains criteria for clinical stability (VHA, 
2016). These include a reduction in use of inpatient psychiatric services and the absence 
of substance use (Rosenheck, Neale, & Mohamed, 2010). These behaviors demonstrate a 
veteran’s capability to self-maintain in the community (VHA, 2016). Consequently, 
veterans are able to transition from intensive case management to outpatient care. These 
veterans display improved symptom management and QOL in comparison to those who 
do not transition to lower intensity care (Rosenheck, Neale & Mohamed, 2010). They 
may choose to continue participation in the wellness programming based on their 
preference. For many veterans, continued participation supports their maintenance of a 
personal wellness plan.  
Provision of Intensive Case Management Services  
Intensive case management services are provided with the goal of improving 
veterans’ functioning in the community. Services are provided among a widespread 
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group of SMI veterans. They live in urban and rural areas and vary with regard to age-
related needs. Intensive case management aims to reduce the incidence of psychiatric 
hospital re admission. Burns et al. (2007) conducted a systematic review of the service; 
their meta-analysis of 42 trials revealed great benefit for those patients having the highest 
use of inpatient services. MHICM services are deployed in 30-50 mile catchment areas 
within the VA health system (VHA, 2016). A population of 5,221 veterans receiving 
MHICM services was studied during a 5 year period (Mohamed, Neale, & Rosenheck, 
2009). Schizophrenia was found to be more prevalent among veterans in the rural areas. 
However, the rural veterans reported greater QOL in comparison to the urban ones. The 
evidence shows that resource availability and social supports are factors in these 
geographical differences (Meyer & Morrisey, 2007; Philips et al., 2001). These factors 
support community functioning.  
Veteran Characteristics. Differences in outcomes are also notable with regard to 
the age groups of SMI veterans. Of the 7% SMI veterans who are eligible for MHICM 
services, the majority of recipients are younger (50-60 yrs old); (McCarthy, 2009). 
Service provision is also noted in older veterans (Mohamed, Neale, and Rosencheck, 
2009). This has implications for program development and the types of interventions 
employed in MHICM programs. The younger SMI veterans appear more engaged in the 
service and may be receptive to evidence-based treatments. The older SMI veterans 
receive more medical based and crisis management services (Mohamed, Neale & 
Rosenheck, 2009). Both male and female veterans with SMI enroll in MHICM programs 
and engage in the service. Given the above findings, it is indicated that MHICM 
programs target the vast population of SMI veterans spanning an age range of 30-70 and 
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offer a variety of therapeutic interventions (Mohamed, Neale & Rosenheck, 2009; 
Holloway & Carson, 2002). Wellness activities such as counseling, medication 
monitoring, health promotion and psychoeducation are delivered by MHICM teams. 
These interventions support veterans in managing their chronic condition such as 
schizophrenia and schizoaffective disorder.  
SMI Veterans Gender, Age, and Psychiatric Disorders: Veterans with SMI 
include both male and females between 29 years and older. This reflects the younger and 
older age group of veterans consistent with various military eras: Vietnam, Post Vietnam, 
Persian Gulf, Iraqi, and Afghanistan (VBA, 2014). Analysis of data on SMI veterans in 
MHICM programs during 2000-2005 entailed 5,221 veteran recipients. The mean age for 
participants in urban and rural areas was 51 (Mohamed, Neale, & Rosenheck, 2009). A 
total of 51% were males. The participants’ QOL as measured by the Lehman inventory 
ranged from 26-27 with 28 being the highest possible score (Mohamed, Neale, & 
Rosenheck, 2009). The QOL in this population was further investigated by Bowersox, 
Lai, and Kilbourne (2012) who found an association between QOL and recovery oriented 
care for SMI veterans. The 2,394 veterans were mostly between ages 45-64 and 90% 
were males. The SMIs represented included schizophrenia, schizoaffective disorder, 
bipolar disorder and other psychosis (Bowersox, Lai, & Kilboure, 2012).  
Studies involving age, gender, and mental disorders indicate that these factors are 
meaningful with regard to mental health services. An inquiry on cross-national 
associations between genders and mental disorders employed the use of survey data from 
the World Health Organization. The sample size consisted of 72,933 individuals aged 18 
or greater representing 15 countries (Soraya et al., 2009). The investigators found women 
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to have a higher risk of mood disorders in comparison to males (Sorays et al., 2009). 
Similarly, a study involving the diagnostic and statistical manual of mental disorder’s 
criteria identified higher rates of schizoaffective diagnosis in females; the research 
indicated equal rates of schizophrenia between the two genders (Hartung & Widiger, 
1998). These findings suggest the need to assess gender differentials when evaluating 
mental health services for patients. Gonzalez et al. (2011) investigated how attitudes 
towards mental health treatment and service use differed by age, gender, race, and 
education. They found a positive relationship between past year specialty care use and 
willingness to seek mental health services. Men who reported a low willingness to obtain 
help were less than half likely to have sought specialty care in comparison to females 
(Gonzalez et al., 2011). The younger age group, 18-34 reported greater specialty service 
use as comfort level improved. In contrast, specialty service use did not improve for older 
age groups as their comfort level increased. These findings support the basis for 
evaluating age as a covariate in the provision of services to mentally ill persons including 
SMI veterans. There could be contrasts when self-rating on a variety of measures, 
including QOL, due to general differences in gender and age.  
 Schizophrenia and schizoaffective disorder are common among SMI veterans. 
These psychotic disorders are among the primary criteria for a veteran’s enrollment in a 
MHICM program (VHA, 2016). The initial data collected on MHICM intake forms show 
a high prevalence of schizophrenic disorders (Mohamed, Neale, & Rosencheck, 2010). 
Schizophrenia and schizoaffective disorder results in marked mental health symptoms 
such as cognitive impairment and unstable mood. Schizophrenia is associated with a 
cluster of symptoms including hallucinations, delusions, and speech disorganization 
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(DSM-IV-TR. 2000). Schizoaffective disorder is distinguished from schizophrenia by an 
affective component. The abnormal mood and psychosis are recurring. Both diagnoses 
predominantly encompass the psychotic disorders among SMI veterans served in VA 
MHICM programs (Mohamed, Neale, & Rosencheck, 2010). The QOL of SMI veterans 
are evaluated during follow-up monitoring in MHICM programs (VHA, 2016). A study 
of 5,221 veterans receiving MHICM services showed that individuals self-reported a 
medium score on the lehman’s quality of life scale. The average score was 4 on a range 
of 1 to 7 (Mohamed, Neale, & Rosencheck, 2009). This ongoing program evaluation 
supports the significance of conducting other assessment to explore SMI veterans’ QOL 
in association with factors. The lehman’s QOL scale is limited to four questions. SMI 
veterans’ QOL was studied by Bowersox, Lai, and Kilbourne (2012) in relationship to 
factors including integrated care and recovery. This study was pertinent but did not target 
veterans served by MHICM programs.  
Medical Comorbidity in People with SMI 
The morbidity and mortality among SMI veterans resulted in VA re engagement 
initiatives and enhanced case management services. This occurred VA wide throughout 
various U.S. states. In early 2012, the VHA implemented a re-engagement directive to 
outreach this special veteran population (VHA, 2012). Outreach from clinical staff can 
facilitate their entry into care. Access to primary care with regular follow-up may reduce 
morbidity and mortality (Cradock O’leary et al., 2002). The re-engagement is intended to 
prevent a SMI veteran’s lost to follow-up. The policy asserts benefits of re-engaging this 
population to significantly impact their mortality rates (VHA, 2016). Once re engaged, 
their access to clinical care is coordinated and is not limited to medical services. They are 
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re engaged to receive mental health care and ancillary services such as social work and 
case management. Access to case management supports a veteran in navigating the VA 
system. This is evident in the MHICM model whereby the case manager provides care 
coordination and support towards whole health. SMI veterans are assisted with obtaining 
medical care, managing medications, and accessing preventive services. VA intensive 
case management is enhanced through the expansion of services to rural areas. Rural 
Access Network for Growth Enhancement (RANGE) is a variation of the intensive case 
management. It serves SMI veterans who reside in outlying areas (VHA, 2016). 
Morbidity and Mortality in SMI Veterans 
The morbidity and mortality of persons with SMI gained increased attention in 
recent years. Lead mental health organizations such as the SAMHSA and the National 
Association of State Mental Health Program Directors (NASMHPD) studied the disparity 
(SAMHSA, 2012; NASMHPD, 2008). National funding for primary care and behavioral 
health integrative programs are allotted to SAMHSA (2012). These programs are 
purposeful in deploying tailored services to address mental and physical wellness. The 
NASMHPD (2008) proposed 12 standard health indicators for SMI patients. These 
indicators are founded on wellness principles and incorporate objective monitors that are 
measurable during the care experience. For example, social support falls within the social 
dimension of wellness and is measurable through a standardized tool (NASMHPD, 
2008). These indicators could facilitate treatment planning and inform wellness 
interventions. A treatment plan outlines interventions and progress on the individual level 
(Roberts, 2009). Individual and group outcomes inform clinical practice which has 
implications for addressing morbidity and mortality in SMI patients.  
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 The evidence shows that SMI patients experience reduction in life span and whole 
health approaches can reduce the disease burden. Their morbidity and mortality is 
contingent on identifying and managing chronic conditions. A number of chronic medical 
problems affect this population. Obesity, smoking, heart disease, diabetes, and 
hypertension are among them (NASMHPD, 2006, SAMHSA, 2012; Miller, Paschall, & 
Svendsen, 2006). A reciprocal relationship is indicated between mental and physical 
health. The connection is supported in NASMHPD’s stance: (a) “overall health is 
essential to mental health; and (b) “recovery includes wellness (2006, pgs 5-8).” 
Mitigation or elimination of risk factors could increase wellness. For example, proper 
intervention for smoking behaviors could improve a person’s mental hygiene. The 
individual could become invested in taking the prescribed psychotropic medication 
instead of using nicotine. Wellness education has an important role in affecting this 
positive behavior.  
Morbidity and mortality within the SMI population is prevalent on a national 
level. Multi-state studies indicate that chronic health problems are widespread. A sixteen 
state study was conducted among public mental health systems (NASMHPD, 2006). 
Extensive data was submitted on eight states. Health problems such as heart disease, 
respiratory illness, and cancer were found to be associated with mortality. Evidence from 
the study showed that patients who receive public mental health service have a higher 
relative risk of death (NASMHPD, 2006). These years lost in life are attributed to co-
occurring chronic medical conditions. The prevalence of morbidity and mortality is 
further demonstrated in a national study on drug use. A portion of the aggregate data for 
this national study revealed statistics on people with SMI. Chronic diseases among the 
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SMI included: hypertension (22% SMI; 18% non SMI), asthma (19% SMI; 12% non 
SMI), diabetes (8% SMI; 7% non-SMI), and heart disease (5% SMI and 4 non SM); 
(SAMHSA, 2012). Additional chronic conditions identified are obesity, hypertension, 
diabetes mellitus, and chronic obstructive pulmonary disease (Miller, Paschall & 
Svendsen, 2006; SAMHSA, 2012). In summary, people with SMI have a higher 
likelihood of developing a medical problem which impacts their mortality.  
Recovery and wellness frameworks can guide systems in addressing the whole 
health of SMI patients (Swarbrick, 2006). Mental health professionals have a role in 
supporting a patient’s recovery. They can offer wellness interventions to foster whole 
health (NASMHPD, 2006; SAMHSA, 2012). This can be provided through evidence-
based care smoking cessation groups. Common risk factors among the SMI population 
such as weight gain and smoking require attention in the practice setting. This setting 
could be within mental health or primary care to support proactive responses. The 
wellness interventions offered by MIHCM programs illustrates this approach.  
Healthcare Utilization 
 Healthcare utilization is a factor in the whole health of SMI patients. National 
data indicates increased health care utilization among persons with mental illness 
(Goldberg, Seybolt, & Lehman, 2002). However, emergency care had the greatest 
utilization. Adults with mental illness had a higher proportion of ER use (39%) within the 
past year in comparison to the general population (27%); (SAMHSA, 2012). Similarly, a 
self-report from individuals with SMI revealed strong reliability in their reporting of ER 
use during the past six months (Goldberg, Seybolt, & Lehman, 2002). Specific services 
such as medication receipt were moderately reliable. Frequent ER visits among SMI 
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patients provide indication of poorly managed chronic health problems; the lack of health 
insurance may be a factor for non-veterans. This emergency care prompts the need to 
explore the use of routine outpatient services and case management. Intensive case 
management interventions such as medication monitoring are shown to prevent acute 
episodes (Mohamed, Neale & Rosenheck, 2009).  
The use of general medical services was investigated to examine associated 
diagnoses and other variables. Cradock O’Leary et al.’s (2002) investigation of a VA 
health system employed regression analysis. There was less use of medical services by 
younger veterans with schizophrenia (Cradock O’Leary et al., 2002). These findings 
indicated a lower likelihood of SMI patients’ receipt of medical care. Co-occurring 
chronic conditions such as hypertension and diabetes are among the most mismanaged 
(Cradock O’Leary et al., 2002). Similar findings were noted in Chwastiak, Rosenheck, 
and Kazis’ inquiry (2008). They analyzed a data set from a large veteran health study on 
primary care service utilization. Logistic regression showed that veterans with SMI such 
as schizophrenia and bipolar were less likely to receive a primary care visit (Chwastiak, 
Rosenheck, & Kazis, 2008). The findings from these veteran studies prompted the need 
for integrated approaches towards whole health.  
Alternate types of interventions are indicated for the wellness of SMI veterans 
with chronic medical conditions. When they receive mental health care, health promotion 
could be integrated during VA psychiatric visits. VA mental health professionals are 
trained in evidence- based interventions such as motivational interviewing (VHA, 2012). 
These are used to reinforce healthy behaviors. Furthermore, the VA continuum of care 
provides an array of services to promote whole health (VHA, 2002; VHA, 2014). 
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Specialized programs such as MHICM provide care coordination and health promotion to 
improve service utilization in SMI veterans. These integrated approaches are necessary to 
engage SMI veterans.  
Health Promotion in the Mental Health Setting 
 Health education and discipline specific interventions can be used in mental 
health settings to improve the wellness of people with SMI. MHICM interventions such 
as family education, psychiatric medication monitoring, and care coordination are 
provided by disciplines (Mohamed, Neale, & Rosenheck, 2009). Health promotion 
includes screening and teaching in the SMI population. White, Gray and Jones (2009) 
demonstrated the importance of screening SMI patients. Their Health Improvement 
Profile identified 28 health parameters based on problems affecting SMI patients (White, 
Gray, & Jones, 2009). Having parameters will inform mental health clinicians on action 
needed to address the health problems. These tools could inform the wellness approach in 
a mental health care setting by defining the health issues.  
Clubhouse settings for mental health patients also show the benefits of preventive 
health screenings. The clubhouse provides a rehabilitative center where mutual support 
and skills training occur (Tratnack & Kane, 2010). Leisure involvement and other 
activities such as employment skill building are offered to empower the individual. SMI 
patients could be more receptive to health promotion in these settings due to less 
stigmatization. MHICM programs exude this type of supportive environment. Tratnack 
and Kane (2010) used a health maintenance review form to screen clubhouse participants. 
The respondents demonstrated the ability to give feedback on their use of preventive 
services such as mammograms and vaccination barriers in the provider setting. 
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Supportive environments can facilitate health promotion among SMI patients. The 
evidence shows that they face fewer barriers such as the perception of a negative attitude 
(Tratnack & Kane, 2010). Assertive community treatment models and VA MHICM 
programs offer such support using a multidisciplinary team (Salyers & Tsemberis, 2007; 
Mohamed, Neale, & Rosenheck, 2009).  
The MHICM treatment model provides a unique service that addresses 
multifaceted issues in SMI veterans. The team consists of nurses, nurse practitioners, 
social workers, peer specialists, vocational rehabilitation specialists, and psychiatrists. 
(Goldberg & Resnick, 2010; Mohamed, Neale, & Rosenheck, 2009). Each discipline 
offers a perspective on bio psychosocial issues. The physician and nurse practitioner 
provides medication evaluation and management. The effects of psychotropic medication 
are a contributing factor to co-occurring medical illness in SMI patients (McEvoy et al., 
2005). Gill et al. (2009) review the issue of comorbid psychiatric and medical disorders. 
The evidence links the atypical, newer formulations, of psychotropic medications to 
metabolic syndrome. Side effects of these atypical drugs can induce metabolic syndrome, 
diabetes, hyperglycemia, and change in lipid levels (Gill et al., 2009). Additionally, 
unhealthy risk behaviors occur among persons with psychiatric disorders (Gill et al., 
2009, Cradock O’Leary et al., 2002). A proactive intervention is necessary to promote 
whole health. The interdisciplinary team contains the expertise to intervene with issues 
such as symptom relapse, poor health literacy, and non-adherence to medications. The 
clinical case manager on an ACT team or within a MHICM program provides care 
coordination (Salyers & Tsemberis, 2007; Mohamed, Neale, & Rosenheck, 2009). This 
care coordination fosters whole health through collaborative approaches. For example, 
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the nurse case manager liaisons with the medical provider to improve outcomes on 
patient management. Lastly, the use of best practices and evidence-based interventions 
are essential with this population. Gill et al. (2009) discusses the change model and use of 
motivational techniques when engaging persons with SMI. Clinical social workers are 
trained on these theoretical models and application. A person centered approach is used 
to understand the needs of a patient and develop a realistic care plan. MHICM programs 
operate under the recovery model which builds on the veterans’ strengths (Goldberg & 
Resnick, 2010).  
Wellness Interventions 
Wellness and recovery encompasses one’s overall well-being. Wellness includes 
various aspects of the person such as the emotional, physical, and spiritual (SAMHSA, 
2013). The Eight Dimensions of Wellness was released in recent years as a holistic guide 
for serving persons with mental illness (SAMHSA, 2013). The eight dimensions include: 
“emotional, environmental, financial, intellectual, occupational, physical, social, and 
spiritual” (p. 1). An individual’s mental health recovery and wellness have similarities. A 
major component of recovery is health. It not only involves the person’s ability to 
manage disease but to also live physically and emotionally healthy. Among the guiding 
principles of recovery is holistic. Holistic refers to the mind, body, spirit, and community 
(SAMHSA, 2011). The holistic services provided by MHICM programs support the 
whole health of SMI patients (VHA, 2006; VHA, 2012). Moreover, wellness self-
management is taught and reinforced through individual skill building. MHICM 
clinicians and peer specialists assist SMI veterans with self-maintenance in their 
communities.  
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Sustained wellness could have positive outcomes for a person’s recovery. In its 
early stages, recovery was largely applied to persons with an addiction to substances 
(Sterling et al., 2010). Recovery has since evolved to encompass mental illness as a 
whole. Self-management is a related concept within this paradigm and is based on self-
efficacy (Sterling et al., 2010). It pertains to the person’s self-perception of his or her 
ability to achieve recovery. Recovery is person-centered and defined by the individual’s 
achievement of a meaningful life. Self-management entails an individualized plan to 
foster wellness in one’s daily life. The Wellness Recovery Action Plan (WRAP) is a 
widely used tool for self-management (Sterling et al., 2010). The WRAP consists of a 
written plan that articulates how one’s illness presents, signs of relapse, and coping 
strategies (Sterling et al., 2010). Tools such as the WRAP are preventative and can 
integrate various aspects of the person including interpersonal strengths and physical self-
care. Similarly, the Whole Health Action Management (WHAM) is a tool to encourage 
wellness and resiliency. It consists of 10 modules and is taught by peer specialists 
(SAMHSA, 2013). Peer support has gained a role in the realm of wellness planning for 
persons with SMI. A peer support specialist is an individual in recovery from mental 
illness or who has recovered (Sterling et al., 2010). Wellness and ultimately recovery are 
thus determined by the interventions provided and the individual’s self-management of 
illness.  
Physical Health Interventions 
Lifestyle changes are essential to achieving whole health wellness. The evidence 
shows that risk factors can be reduced through healthy living behaviors. A systematic 
review of lifestyle interventions for SMI people identified practices that could promote 
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physical health (Cabass, Ezell, & Lewis-Fernandez, 2010). Activities such as exercise 
and consuming balanced nutritional meals have positive implications for health. The 
literature indicates that these lifestyle behaviors can be taught in various settings 
including: outpatient clinics, inpatient units, day programs, and residential treatment 
facilities. (Cabass, Ezell, & Lewis-Fernandez, 2010). Both the individual and group 
format is effective when teaching these skills. Psychoeducational groups offer a unique 
opportunity to engage SMI patients towards lifestyle changes (Kraezle, Schneider & 
Cook, 2005). Professionals such as nurses and social workers plan and lead groups based 
on specific topics. This is the practice of the MHICM program psychoeducational groups 
in the proposed study. The group setting enables SMI veterans to observe peer behaviors 
and model them. Studies also show that modeling of lifestyle changes occurs during 
shopping trips and education on meal preparation. Nutritionists are effective in these 
areas (Cabass, Ezell, & Lewis-Fernandez, 2010; Jarskog et al., 2013). Thus, the expertise 
of each clinical team member is essential for addressing whole health.  
Behavioral change strategies are also an integral part of lifestyle interventions. 
Motivational interviewing, skills training, and relapse prevention are employed to effect 
change (Casagrande et al., 2010; Cabass, Ezell, & Lewis-Fernandez, 2010; Miller and 
Rollnick, 2004 ). These techniques dissuade self-defeating thoughts and empower the 
individual through education. For example, when taught healthy living skills from 
curricula such as diabetes prevention and wellness solutions, patients were more apt to 
apply them (Casa Grande et al., 2010). Positive outcomes were found in weight loss, 
blood pressure, blood glucose, and triglyceride (Cabass, Ezell, & Lewis-Fernandez, 
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2010). The efficacy of these lifestyle interventions for physical health affirms the benefits 
of offering such services to people with SMI.  
Diabetes. Metabolic syndrome and diabetes contribute to morbidity in SMI 
patients. Metabolic syndrome is a precursor to diabetes and early intervention could 
mitigate or eliminate progression (American Diabetes Association, 2012). Although 
medications (Jarskog et al., 2013) are effective in addressing some side effects of 
psychotropic agents, preventative health is essential. The clinical guidelines for diabetes 
entail self-management (American Diabetes Association, 2012). Self-management can be 
practiced through application of nutrition education and physical activity. A well 
balanced approach for diabetes self-management was implemented though a psychiatric 
nursing intervention in a New York community (Chiverton et al., 2007). Evidence-based 
guidelines for diabetes were integrated during a 16-week program entitled 8 Steps to 
Wellness. Education and risk reduction interventions impacted A1C levels at follow-up. 
The number of people having an A1C lower than 6% increased from 32% to 43% at 
program completion (Chiverton et al., 2007). A similar approach is employed in the 
MHICM wellness group series on diabetes. VA health promotion materials are integrated 
for education to SMI veterans with diabetes or at risk. 
Systematic reviews of evidence-based practices in diabetes management advance 
the benefit of lifestyle interventions. Glycaemic control and patient education were 
identified as key interventions (Abu-Qamar & Wilson, 2007). Blood glucose 
management is contingent on diet, exercise, and medication therapy. Variations may 
occur in how these are employed within care settings. MHICM clinicians can integrate 
aspects of the evidence-based techniques during groups and individual sessions to 
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reinforce the diabetes plan. Health education and screenings are provided within the 
scope of MHICM services (Rosenheck, Neale, & Cuerdon, 2010). There are benefits in 
developing diabetic self-management techniques for the SMI population. MHICM 
programs integrate this approach into its services as indicated by reinforcement of blood 
glucose monitoring and balanced nutritional meals.  
Medication Adherence. Medication adherence is another factor pertaining to the 
physical wellness of SMI patients. Individuals with SMI are prescribed psychotropic 
drugs to target symptoms (Gray et al., 2010). Clinical practitioners have a role in 
enhancing medication adherence. MHICM clinicians provide medication monitoring to 
the special population of SMI veterans. The alliance formed with the patient facilitates 
shared decision making (Gray et al., 2010; Jarskog et al., 2013). Characteristics of the 
clinician were one among several concepts that emerged from a qualitative study. The 
others included: (a) medication efficacy, (b) self-management of side effects, (c) 
medication side-effects, (d) patients’ subjective experience of illness, and (e) convictions 
about medication. Consequently, the clinician’s effectiveness in connecting with the 
patient will impact adherence therapy. Adherence has implications for compliance with 
the primary treatment and secondary medications for side effects such as weight gain. 
These side effects are risk factors for chronic disease in SMI patients. Inconsistencies are 
present in the patients and providers perception of medication adherence. A study of 
1,600 SMI veterans who received enhanced care illustrates this issue (Valenstein et al., 
1998). Their agreement with the clinician on medication compliance was low. The 
pattern of noncompliance within the enhanced programs was agreed to 61% of the time 
by clinicians whenever the veteran reported noncompliance (Valenstein et al., 1998). Yet 
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the veterans agreed only 10% of the time whenever a clinician rated them as 
noncompliant. These findings suggested the need for patient-centered approaches to 
promote whole health. Perhaps, health literacy and wellness education could improve 
patient-provider communication.  
Specialized Health Promotion for Veterans 
Specialized health promotion services for SMI veterans can enhance their 
wellness. A specialized wellness center for SMI veterans was implemented at a VA 
health facility in the New England. The wellness center was developed in connection 
with the psychosocial rehabilitative program (Klee & Lee, 2012). Specialized 
interventions such as these are critical for engaging the special population. SMI veterans 
face stigmatization in mainstream settings. The wellness center team provides evidence 
on the efficacy of tailored programs. They focused on: fitness and weight management, 
healthy nutrition for disease management, preventive health interventions such as 
smoking cessation and stress reduction. The veterans self-reported interest in nutritional 
services (53%), fitness activities (96%), stress reduction (46%), and motivational 
counseling (38%) and smoking cessation (16%). Hence, wellness services may be more 
attractive to veterans with SMI when integrated into the mental health program. Barriers 
such as inadequate transportation and unfamiliar providers are eliminated in this 
supportive setting. VA MHICM programming presents a unique opportunity to integrate 
these tailored wellness activities.  
MOVE program. Wellness programs have been implemented in the VA health 
system. These include programs under the umbrella of VHA health promotion and 
disease prevention. Veterans’ wellness encompasses whole health. The focus in this area 
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is evidenced by The Managing Overweight Veterans Everywhere (MOVE) program. It 
was implemented in response to the growing problem of obesity among veterans (Brooks 
& Younce, 2006). There is a 72% prevalence of overweight or obesity among veterans 
compared to the general population (Kissinger et al., 2009). An estimated 66% of adults 
are overweight or obese in the U.S. compared to 72% of veterans (Kissinger et al., 2009). 
Veterans also have greater physical and mental health problems. The MOVE program is 
an interdisciplinary team composed of the primary care physician, a nurse, and a dietician 
(Brooks & Younce, 2006). Veterans are evaluated and participate at a single level, one 
through five with intensified weight loss interventions. The varying levels provide access 
to individualized treatment. Yet, modifications may be necessary for special veteran 
populations. One facility supplemented its MOVE program by using newsletters and 
motivational telephone calls to promote a high fruit and vegetable diet (Allicock, et al., 
2010). Veterans who perceived the tailored newsletter as pertinent to their lifestyle (β = 
0.12; p < 0.01) reported greater consumption of fruits and vegetables (Allicock et al., 
2010).  
The MOVE programs are available to all veterans including those with mental 
health disorders. However, a limitation is the ability to engage SMI veterans and sustain 
their participation. SMI veterans are affected by cognitive impairment and psychiatric 
symptoms (Daumit et al., 2013). Tailored approaches are essential to engaging this 
special population. Moreover, individualized plans with frequent monitoring could be 
effective. MHICM clinicians introduce veterans to activities such as personalized 
walking plans and assist with goal-setting towards adaptive skill building (VHA, 2006; 
Neale & Rosenheck, 1995). Findings from a manualized MOVE program for veterans 
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with SMI indicated no significance difference with regard to weight loss outcomes 
(Goldberg et al., 2013). Hence, focused assessment combined with behavioral techniques 
is necessary to intervene. The evidence shows that when these are applied, positive 
outcomes are attained. A 12 week weight control program for SMI patients entailed a 
clinical interview, a physical exam, and a motivational evaluation (Vreeland et al., 2003). 
A combination of interventions was provided including nutritional counseling, exercise, 
and behavioral management. Statistically significant results emerged in weight loss and 
body mass index between groups (Vreeland et al., 2003). The intervention group reported 
a mean weight loss of 6 pounds and BMI reduction of .98 points. The control group 
reported a mean weight gain of 6.4 pounds and BMI gain of 1.2 points (Vreeland et al., 
2003). Thus, similar approaches can be applied when treating SMI patients in health care 
systems. The group format is the ideal setting given the presence of veteran peers and 
opportunities for role modeling.  
Adequate assessment and behavioral plans are necessary to impact the lifestyle 
behaviors of people with SMI. The evidence shows that when these are applied, positive 
outcomes are attained. These outcomes have implications for veterans’ quality of life 
(QOL). A 12 week weight control program serving 31 SMI patients entailed a clinical 
interview, a physical exam, and a motivational evaluation (Vreeland et al., 2003). A 
combination of interventions was provided including nutritional counseling, exercise, and 
behavioral management. There was a positive correlation between the program 
interventions and weight loss measures. Statistically significant results emerged in weight 
loss, change in body mass index, and various ratings such as knowledge of nutrition 
(Vreeland et al., 2003). Thus, similar approaches can be applied when treating SMI 
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patients in health care systems. The group format is the ideal setting given the presence of 
peer support and opportunities for role modeling (Roberts, 2009).  
Mental Health Interventions  
Mental health interventions are employed through a variety of techniques to 
promote wellness in SMI patients. These include treatment models designed for the 
population and specific therapeutic approaches. Systematic reviews of the evidence 
identify various interventions for people with SMI. A Cochrane review of non-
medication based therapeutic interventions found strong support for assertive community 
treatment and psychoeducation (Jung & Newton, 2009). Assertive community treatment 
such as VA MHICM programs uses multidisciplinary team to outreach the patient. The 
Cochrane review revealed that persons receiving assertive community treatment were 
more likely to remain in contact with services (Jung & Newton, 2009). They 
demonstrated positive social outcomes including improved quality of life. The evidence 
also identifies psychoeducation as an effective intervention for SMI patients. 
Psychoeducation can be provided one-on-one or in a group setting. This is further 
supported in that certain educational topics are better related in the group setting 
(Vreeland, 2012; Kraenzle, Schneider, & Cook, 2005). Psychoeducation aims to teach the 
client about the illness and provide coping skills towards relapse prevention. Thus, the 
effect of psychoeducation can be ascertained through change in knowledge, attitudes, and 
behaviors  
Illness Management and Recovery. Illness management and recovery (IMR) is 
a primary approach employed for psychoeducation. IMR focuses on the management of 
symptoms. It used for SMI veterans in the MHICM program. IMR provides education on 
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maintaining optimal mental hygiene (McGuire et al., 2014; Salyers et al., 2014). This 
evidence-based intervention is critical for SMIs such as schizophrenia. Schizophrenia is 
among the most debilitating SMIs as indicated by cognitive impairment, social 
dysfunction, and perceptual disturbance (Vreeland, 2012; Mueser, 2004). The evidence 
shows that IMR is effective in improving the knowledge base of SMI patients (Hasson-
Ohayon, Roe, & Kravetz, 2007). Consequently, patients are able to define their recovery 
goals and demonstrate progress. These goals could pertain to reducing re admission into 
the hospital, obtaining work and improving social skills. IMR fosters mutual exchange 
and shared decision making. The patient learns about their illness and is supported in the 
care setting. When IMR is integrated into models such as assertive community treatment, 
it can reduce re admission for psychiatric hospital service (Salyers et al., 2010). Hence, 
IMR is a preferred psychoeducational tool for SMI veterans served in assertive 
community treatment programs such as MHICM (Jung & Newton, 2009). It can be 
integrated into wellness programs to reinforce mental wellness through teaching on the 
disorder, relapse prevention, and coping skills (SAMHSA, 2012). IMR curriculum from 
SAMHSA was adapted for use in the proposed study wellness group. IMR, cognitive 
behavior therapy, and, social skills are associated with improved outcomes (Mueser, 
2004). For example, IMR fosters improved medication adherence and reduction in 
relapse to symptoms. This has implications for the QOL of veterans in the proposed 
study. Social skills training is yet another evidence-based mental health intervention for 
people with SMI.  
Social skills training. Social skills training promotes wellness through teaching 
on effective interpersonal relations, assertiveness, and conflict resolution. Outcomes are 
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indicated in patients’ improved relationships and leisure involvement. Meta-analysis of 
social skills intervention show mastery of living skills, community functioning, and 
relapse prevention (Kurtz & Mueser, 2008). The evidence supports this intervention for 
schizophrenia and schizoaffective disorder. Among the 1, 599 patients in the meta-
analysis, 87% had those disorders (Kurtz & Mueser, 2008). The largest effect from SST 
is noted in mastery of the content. Patients learn through role playing in social skills 
scenarios and practice these skills during the 12 weeks (Kurtz & Mueser, 2008). MHICM 
clinicians employ SST in the wellness group setting and individually to model behaviors 
for veterans. It has relevance in that the mastery of social skills enables the veteran to 
relate to others. Their improved skills have implication for preventing psychiatric relapse. 
In short, they are better prepared to communicate change in symptoms and assert needs. 
Galderisi et al. (2010) had similar findings in their investigation of social skills and 
neurocognitive training in schizophrenia. The social skills and neurocognitive groups 
were provided by psychiatric rehabilitation technicians in a day treatment program. At six 
month follow up, clients in the latter group demonstrated greater personal and social 
functioning (Galderisi et al., 2010). These findings regarding social skills training 
advance its utility as an intervention to use in MHICM wellness programming. Social 
skills training contributes to improved psychosocial functioning and has positive 
implications for quality of life. Social skills training and other evidence-based practices 
such as motivational interviewing are encouraged for use with veterans having SMI 
(VHA, 2008). 
Motivational interviewing. Motivational interviewing is a patient-centered 
technique that encourages change. Self-identified change has significance in that the 
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patient assumes some ownership towards personal wellness. The person’s values, 
motives, and resources are believed to contribute to his or her readiness for change 
(Miller & Rollnick, 2004). Change talk is employed to address the client’s ambivalence 
which interferes with healthy behaviors. Motivational interviewing can be used in a 
variety of treatment contexts for health problems. The literature indicates integration of 
motivational interviewing and counseling in teaching lifestyle behaviors (Cabass, Ezell, 
& Lewis-Fernandez, 2010; Perlman et al., 2010). The reduction of cardiovascular risk 
factors illustrates this application (Cabass, Ezell, & Lewis-Fernandez, 2010). 
Motivational interviewing sessions were provided in conjunction with treatment in a 
control study. The comparison group received standard information in the form of a 
leaflet and no motivational interviewing (Hardcastle, 2013). At 6 month and 18 month 
follow-up the treatment group had a significant difference in walking behavior in 
comparison to the minimal intervention group. In summary, motivational interviewing 
helps the patient develop an argument for positive change. The clinician is effective when 
able to guide the patient towards recognizing and expressing the need for change. 
MHICM clinicians in the proposed study received training in the technique. Motivational 
interviewing is applied when serving a SMI veteran to encourage effective symptom 
management. The technique is a practical approach for improving whole health.  
Wellness groups. Psychoeducational groups are another mechanism to motivate 
change among people with SMI. The group setting provides a supportive environment 
whereby individuals are able to share their experience. Professionals such as social 
workers, peer specialists, and nurses lead such groups (Salyers et al., 2010; Roberts, 
2009; Bryne et al., 1999). The wellness group in the proposed study is co facilitated by a 
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clinical social worker and registered nurse. Preparation for the psychoeducational group 
entails identifying a wellness topic pertinent to the unique patient needs. The group 
curriculum provides a structure for outlining the objectives aimed at change in attitudes 
and behaviors (Kraenzle, Schneider, & Cook, 2005). Focused psychoeducational sessions 
are important for SMI patients. Although a variety of topics are available, sessions are 
planned to target areas such as illness management and health promotion. The scope and 
type of a psychoeducational group can also vary. The literature shows that some groups 
may be closed, lasting for 12 weeks and others are open indefinitely (Roberts, 2009). The 
group in the proposed study is open for veterans to join with no more than 12 
participants.  
Wellness groups tailored to mentally ill veterans are a unique approach to whole 
health. These multidimensional groups address overall health behavior. The evidence 
shows positive outcomes on lifestyle and coping skills (Perlman et al., 2010). A wellness 
group for veterans with comorbid psychiatric and medical problems was implemented 
through 15 sessions (Perlman et al., 2010). Post intervention results from the wellness 
group were improvements in: emotional role functioning, social role functioning, mental 
health, physical role functioning, bodily pain, and general health (Perlman et al., 2010). 
These were self-reported by participants. In short, the patient’s quality of life is elevated 
when whole health care is provided. The benefits of wellness group intervention were 
also illustrated in a program in the State of New York mental health system (Salerno et 
al., 2010). The wellness self-management curriculum incorporated recovery principles 
and expanded on illness management (Salerno et al., 2012). The program integrated a 
workbook and a physical health component into the curriculum. Core competencies 
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guided the wellness self-management approach. Participants provided a self-rating at 
completion. A total of 75% out of 409 reported progress towards their goals (Salerno et 
al., 2012). This evidence on wellness groups supports the benefit of whole health 
approaches in the mental health setting. The total wellness of people with SMI is 
predicated on addressing multiple domains. These domains are recognized in MHICM 
wellness groups as indicated by a variety of topics. 
Wellness recovery action planning. Personalized tools such as wellness self-
management workbooks outline a routine to reinforce healthy behaviors. The Wellness 
Recovery Action Plan (WRAP) is a tool that helps the person with mental illness plan 
their wellness hygiene (Fukui, 2009, Starnino et al., 2010). The WRAP was founded by 
Mary Ellen Copeland and the format is individualized to promote personal recovery 
(Cook et al., 2009). The individual could use a workbook, binder, or computerized 
record. SMI veterans served by the program in the proposed study use a variety of 
recovery action planning. The MHICM program incorporates recovery workbooks and 
WRAP worksheets to promote rehabilitation (VHA, 2016). These tools are integrated in 
conjunction with the wellness programming. WRAP has been investigated in community 
mental health centers. Its teaching based on Copeland Center guidelines showed effective 
implementation following 8-12 weeks of sessions. Patients developed a WRAP to 
address: “(1) wellness tools, (2) daily maintenance activities, (3) triggers, (4) early 
warning signs, (5) plan for when things are breaking down, (6) develop a crisis plan and, 
(7) develop a post-crisis plan” (Starnino et al., 2010, p. 2). The effects of using a WRAP 
are indicated in symptoms management. Persons who apply the WRAP plan display 
reduction in psychiatric symptoms and report enhanced QOL (Cook, Copeland, Jonikas, 
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& Hamilton, 2012). For example, SMI veterans served by the MHICM program refer to 
their WRAP when stressors present. They are then able to be guided by the steps outlined 
in their personal plan.  
The utility of WRAP is illustrated in recent studies. Significant changes were 
found in a treatment group when compared to a comparison group that did not participate 
in WRAP (Fukui et al., 2009). The outcomes of a self-management group provide 
evidence (Starnino et al., 2010). Patients with a severe, persistent mental illness 
completed WRAP sessions and participated in a post-test. Assessment of hope, recovery, 
and symptoms showed statistically significant increases: hope (t 29 = 3.86, p = .001) and 
recovery (t 28 = -4.11, p < .001); (Starnino et al., 2009). Thus, WRAP provides a 
proactive approach whereby the patient specifies their wellness hygiene. It is adequate for 
self-management of psychiatric and general medical problems (Bartels et al., 2014). 
Wellness self-management techniques such as these have positive implications for 
improved quality of life.  
Quality of Life for the Chronically Mentally Ill 
 The QOL for persons with chronic mental illness warrants attention given the 
impact of disease on their wellbeing. QOL in this population gained focus following the 
period of deinstitutionalization (Rosenfield, 1992; Athony, 1994). Patients were left to 
function in communities where they faced stigmatization. Additionally, there was a lack 
of caregivers and provisions to meet their basic needs (Rosenfield, 1992). Community 
support services were recommended by mental health advocates (Rosenfield, 1992). 
These services were intended to foster the rehabilitation of chronically mentally ill 
patients. They required skills and resources to help them function in their communities. 
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In recent years, recovery has gained new focus given the integration of evidence-based 
treatments and self-reports from individual’s experience (Anthony & Mizock, 2014; 
Jenkins, Strauss & Carpenter, 2005). Individuals with an SMI such as schizophrenia are 
now able to have a quality life as indicated by participation in work and independent 
living (Anthony, 2014). Additionally, the recovery model has also resulted in peer 
support specialists to guide individuals with mental illness. Peer specialists promote 
quality living by providing non clinical services based on their lived experience with 
mental illness (Gidugu et al., 2015). The peer support services were beneficial in 
normalizing the illness experience.  
Quality of Life following Deinstitutionalization.  
Community support services emerged to address the psychosocial needs of 
chronically mentally ill persons. Best practices such as assertive community treatment 
and clubhouse models were founded (Rosenfield, 1992). MHICM programs are the VA 
version of ACT; they were piloted in the VA health system during the early 1990s 
(Golberg & Resnick, 2010). The evidence shows that these assertive models affect 
positive QOL (Prince & Gerber, 2005; Mohamed, Rosenheck, & Cuerdon, 2010). The 
life satisfaction of clubhouse participants was studied to evaluate areas such as 
vocational, social skills, and daily living (Rosenfield, 1992). Regression analysis from 
self-ratings on the Lehman’s instrument revealed significant relationships between life 
satisfaction and clubhouse components. Vocational functioning (β .2086, p = .018) and 
empowerment (β -.1879, p = .028) were two areas of benefit (Tratnack & Kane, 2010). 
Mastery is a concept closely related to subjective QOL (Rosenfield, 1992). It speaks to 
the person’s perception of having maximized functioning in a domain. Within the 
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clubhouse setting, members’ perception of mastery was assessed through analysis of 
three components: economic services, empowerment, and structure (Rosenfield, 1992). 
There was a reduction in the relationship between QOL and those components when the 
analysis controlled for mastery (Rosenfield, 1992). This finding speaks to the individuals’ 
sense of attainment when given the appropriate resources. In contrast Tempier et al. 
(1998) found greater satisfaction among persons with mental illness when basic needs 
such as housing and income were met. The outcome of these studies suggests that the 
domains employed to assess QOL may impact patients’ view of the construct itself. 
People with chronic mental illness such as those in the proposed study are able to self-
rate their QOL. The literature indicates that the instrument should be commensurate with 
the scope of the QOL construct (Chopra et al., 2008)). A number of measurements are 
used in the VA system to study health outcomes such as QOL.  
Measurements of Quality of Life in the Mentally Ill 
A variety of instruments have been employed to study QOL in the mentally ill. 
Systematic reviews of treatment milieu and focused inquiry within programs were 
conducted to evaluate QOL measures. Instruments such as the Lancashire quality of life 
profile (LQOLP) and Lehman’s QOL interview emerged as the more commonly used 
(Oliver, Huxley & Priebe, 1997; Lehman, Postrado & Rachuba, 1993). These and others 
are designed to assess QOL of life in the context of factors present in chronic mental 
illness.  
Lancashire quality of life profile. The LQOLP was developed as an instrument 
to measure both objective and subjective elements (Oliver, Huxley & Priebe, 1997). 
Systematic reviews found its utility and reliability to be strong attributes. It is among the 
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oldest QOL measurements. The LQOLP addresses four major areas during the client 
interview: personal characteristics, objective QOL indicators, subjective QOL indicators, 
and global well-being (Oliver, Huxley & Priebe, 1997). It consists of eight life domains 
including “living situation, family, social relationships, leisure activities, work/education, 
finances, personal safety, and health (Oliver, Huxley & Priebe, 1997, p. 77). These 
domains are relevant to the circumstances of SMI veterans in the proposed study. 
MHICM programs aim to improve their QOL. Wellness interventions in the MHICM 
program incorporate psychosocial components from the LQOLP. 
The LQOLP profile has an interviewer assessed component and the life 
satisfaction scale from the Lehman’s instrument. The interviewer component enables the 
evaluator to provide an assessment of the client (Oliver, Huxley & Priebe, 1997). The 
LQOLP is an easy to use instrument among respondents. However, the client’s mental 
health status and motivation to participate requires consideration. Barriers can present 
during the interview if these areas are problematic. The internal reliability of the LQOLP 
is favorable across diverse mental health settings such as psychosocial rehabilitation, case 
management, and community teams (Oliver, Huxley & Priebe, 1997).  
Given its applicability across settings, the LQOLP establishes a solid framework 
for QOL domains. The domains have similarities to wellness dimensions such as health. 
There is strong construct validity for the LQOLP. A sample of more than 1,500 cases 
revealed that clients are able to express their life satisfaction through the domains (Oliver, 
Huxley & Priebe, 1997). A limitation was found with regard to consistency of the 
LQOLP scores in diverse settings. These areas entailed living situation, safety, and 
religion. These differentials from treatment settings could be due to factors such as type 
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of housing. For example, a client who resides in an apartment may perceive less safety 
than one who lives in a home. Lehman had similar findings in his evaluation of 
psychopathology as a confounder of QOL (Oliver, Huxley & Priebe, 1997).  
 Lehman QOL interview. The Lehman QOL interview is among the most widely 
used measurements. The Lehaman’s instrument is employed using a structured interview. 
The client provides self-ratings of QOL (Lehman, Postrado & Rachuba, 1993). The self-
report contains a 7 point life satisfaction scale. For example, the terrible-delighted scale, 
with a scoring range of 1-7, ascertains the patient’s evaluation regarding specific 
relationships and their life as a whole (Rosenfield, 1992). The evidence supports the 
utility of the Lehman’s measurement. It was employed at follow-up to measure QOL in 
participants from a health education group (Byrne et al., 1999). In particular, education 
modalities were evaluated for impact on QOL. A health education group was compared 
to an empowerment group; both were facilitated by nurses (Byrne et al., 1999). The 
Lehman’s interview was conducted at baseline, six months, and at one year post-
intervention (Byrne et al., 1999). A statistically significant difference was found in 
leisure ratings between the study groups. The health education group had a higher leisure 
score (F2,107 = 4.13, p = .04) [Byrne et al., 1999]. Although the Lehman’s life satisfaction 
scale is incorporated into VA MHICM program evaluations, the scale is limited. It does 
not address the scope of variables pertinent to health related QOL. Domains including 
physical and emotional are not evaluated. These are indicated as key components in QOL 
measures (Lehman, Postrado & Rachuba, 1993; Oliver, Huxley & Priebe, 1997). 
The Lehman’s scale evaluates life satisfaction in general. The subjective QOL of 
assertive community treatment participants was explored using this scale (Prince & 
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Gerber, 2005). The clients had severe mental illness and were served in the community 
setting. The global satisfaction score was 4.66 among the sample. The mean ratings in 
categories were: 18.68 for social support and 17.74 for self-esteem. These were above the 
midpoint score of 12 (Prince & Gerber, 2005). Accordingly, there is a positive 
association between community based programs such as MHICM and self-reported QOL. 
These specialized teams provide holistic care. The findings of these studies advanced the 
need for more in depth measurement of QOL in people SMI veterans.  
Quality of life enjoyment scale. QOL was further explored through a pilot 
instrument, the quality of life enjoyment scale (Q-LES-Q); (Bishop et al., 1999). Four 
subscales were evaluated on the Q-LES-Q. The scale examines subjective QOL. The 
inquiry to validate this scale had positive findings (Bishop et al., 1999). Factor analysis of 
the subscales indicated good construct validity. Therefore subjective aspects such as 
feelings, leisure activity, and social relationships were adequately measured by the Q-
LES-Q. The findings of this study illustrate similar concepts relevant to measuring QOL 
in SMI patients. These concepts such as subjective well-being, leisure involvement, life 
satisfaction, and social support appear to be essential components in QOL. Health-related 
QOL is yet another area pertinent to the SMI population, especially patients having 
medical co morbidity. VA RAND health surveys are a tool for measuring this construct.  
Health-related Quality of Life in Veterans 
Health related QOL is related to physical and emotional well-being and is widely 
studied in veteran populations to understand their perceptions. A recent inquiry focused 
on factors associated with health related QOL in SMI veterans. Data from the VA Survey 
of Healthcare Experiences of Patients (SHEP) and Mental Health Program Survey 
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(MHPS) were incorporated (Bowersox, Lai, & Kilbourne, 2013). VA studies pursue 
insights from veterans on the care environment. Thus, self-reported data from the 
veterans are valued. They inform the administration of services and practice. Health 
related QOL is a key outcome variable as it addresses a broad area pertinent to the 
veteran experience. Large data sets derived from the SHEP and MHPS provide evidence 
on integrated care and recovery for veterans (Bowersox, Lai, & Kilbourne, 2013). 
Aggregate data from SMI veterans informed these features of the care environment. The 
evidence showed that co-llocated primary care clinics and mental health are effective 
(Bowersox, Lai, & Kilbourne, 2013). These infrastructures promote whole health by 
addressing physical and mental components of wellness. Veterans had positive 
perception of services such as peer support on their recovery as opposed to the traditional 
clinical services (Bowersox, Lai, & Kilbourne, 2013). Thus, a veteran’s recovery and 
wellbeing is contingent on perception of the types of services offered. This underscored 
the importance of administering self-rated QOL measurements.  
A large scale review of 2,394 SMI veterans sought to determine the care 
environment’s relationship with health related QOL (Bowersox, Lai, & Kilbourne, 2013). 
This level of inquiry informs the delivery of treatment and services in programs such as 
MHICM. MHICM programs are charged with improving QOL of veterans with SMI. The 
data set pertaining to health related QOL was extracted from the SHEP. The Veterans 
RAND 12 (VR-12) health survey was the source. The VR-12 measures health-related 
QOL and has been validated in previous veteran surveys (Bowersox, Lai, & Kilbourne, 
2013). It is self-administered and produces two measures: a mental component score 
(MCS) and a physical component score (MCS). These scores define health related QOL 
62 
 
 
 
based on a veteran’s perception. Thus, veterans with SMI are provided this survey to self-
report their functioning. Review of the VR-12 data revealed a higher mental health 
component score (β = 1.48, p < .05) in association with care features such as peer support 
and vocational rehabilitation (Bowersox, Lai, & Kilbourne, 2013). A higher physical 
component score (β = .80, p < .01) was related to patients having greater understanding 
of the care environment (Bowersox, Lai, & Kilbourne, 2013) . Overall, the sample 
provided a low self-rating for health-related QOL (MCS, 38.60 and PCS, 37.10) on a 
scale of 1-100 (Bowersox, Lai, & Kilbourne, 2013). The findings of this research indicate 
the need for additional efforts to integrate care. Innovations such as wellness 
interventions in VA MHICM programs could improve access to whole health care. 
MHICM teams provide holistic case management services (VHA, 2016). 
 Quality of life measures in MHICM. Mental Health Intensive Case 
Management (MHICM) programs conduct follow-up surveying as part of the VA 
evaluation system (VHA, 2016). The VA Northeastern Program Evaluation Center 
(NEPEC) oversees the evaluation process for MHICM programs (VHA, 2016). As such, 
the collection of baseline and follow-up data is necessary to inform practice within this 
specialty program. Moreover, the data relates patient satisfaction, self-reported quality of 
life, and transitions based on recovery. The Lehaman’s global satisfaction with life scale 
is integrated into the follow-up survey. It is used to evaluate the veteran’s QOL. The 
evidence shows that veterans’ length of time MHICM programs are associated with 
QOL. An inquiry on early termination from MHICM services showed greater self-rated 
QOL among veterans who remained in the program (Mohamed, Rosenheck, & Cuerdon, 
2010). Mean scores on the Lehman’s scale were: 27 for termination at less than one year, 
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27 for termination at 1-3 years, and 28 for termination at greater than 3 years (Mohamed, 
Rosenheck, and Cuerdon, 2010). Items on the Lehman scale are scored from 1 to 7 with a 
total score range of 5-35. This data indicated an association between MHICM services 
and QOL of veterans served. It prompted the need for more in depth inquiry on QOL in 
veterans served by MHICM teams.  
 Veterans RAND 12 item health survey. The Veterans RAND 12 Item Health 
Survey (VR-12) is used in patient populations to evaluate QOL. The VR-12 is a “brief, 
generic, multi-use, self-administered health survey comprised of 12 items” (Iqbal et al., 
n.d., pg 1). The VR-12 is derived from the SF-36 which measures change in health 
among a general population (Hemingway et al., 1997). These instruments contain brief 
scales and measure QOL. Public and federal patient populations have been studied using 
the VR-12 or SF-36. The health outcomes study from the Center for Medicare and 
Medicaid employed items from the VR-12 to assess QOL (Iqbal et al., n.d.). The SF-36 
was investigated in civil servants residing in London. The longitudinal study reviewed 
change according to age, employment rank, and morbidity (Hemingway et al., 1997). At 
3 year follow up, mean scores were lower on all SF-36 scales (Hemingway et al., 1997). 
Age was found to be related to people’s self-reported QOL over the years. In short, a 
population specific survey is necessary to study health related QOL. Target populations 
could be the youth, veterans, elderly people or other.  
Health researchers within the VA system adapted the SF-36 to create a Veterans 
RAND health survey (Kazis et al., n.d.). The VR-12 consists of eight domains: 1) 
physical functioning, 2) role limitations due to physical problems, 3) bodily pain, 4) 
general health perceptions, 5) vitality, 6) social functioning, 7) role limitations due to 
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emotional problems, and 8) mental health (Kazis et al., n.d.). This QOL instrument 
pertains to a wide array of the veteran population. The VR-12 is a reliable measure of 
QOL in mentally ill veterans (Bowersox, Lai, & Kilbourne, 2013, Iqbal et al., n.d.). 
Therefore it is adequate to employ for evaluating SMI veterans’ perception of QOL in 
conjunction with a wellness intervention. The proposed study incorporated secondary 
data collected on VR-12 surveys SMI veterans who received MHICM wellness services.  
Theoretical Framework 
Social cognitive theory (SCT) is founded on behavioral principles and is one of 
the most commonly used frameworks in public health planning (Schneiderman et al., 
2001). It examines the reciprocity between persons and their environments along with the 
social determinants of health (National Cancer Institute, 2005). Social cognitive theory 
purports that if one has a sense of personal effectiveness, the conditions affecting their 
behaviors can be changed (Schneiderman et al., 2001). The theory is based on six major 
concepts including: reciprocal determinism, behavioral capability, expectations, self-
efficacy, observational learning, and reinforcements (National Cancer Institute, 2005). 
Reciprocal determinism relates to the interplay between individual factors and the 
environment (Bandura, 2001), where various systems influence the person’s cognitions. 
These systems include but are not limited to family, community and society. The thought 
patterns that emerge from the environmental factors are expressed through individuals’ 
behaviors. Veterans are affected by their social environment including the peer group and 
familial functioning.  
Behavioral capability involves the knowledge and skill to perform a given 
behavior (National Cancer Institute, 2005). It seems that behavioral capability is fostered 
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in the veteran by providing him psychoeducation and skill building (VHA, 2012). 
Evidence based mental health treatments such as social skills training are provided in VA 
care (VHA, 2008). These strengths are applied to achieve self-care and coping. The 
expectations in SCT refer to the outcomes that are projected following a healthy behavior 
((National Cancer Institute, 2005). The veterans’ practice of positive coping skills could 
result in benefits such as increased participation in social activities (SAMHSA, 2010). 
Social skills training fosters their interpersonal behaviors and positive interactions (Kurtz 
& Mueser, 2008). The multifaceted wellness interventions are planned to promote a 
change in lifestyle and social functioning. A veteran’s self-efficacy or belief that he or 
she can overcome a barrier is another component associated with SCT. The faulty 
cognitions that develop from negative life experiences can be restructured through 
teaching and practice (Bandura, 2001). 
Self-efficacy can be fostered through observational learning between peers in the 
wellness group setting. The concept of reinforcement can aid in strengthening the 
veterans’ belief in self. Positive reinforcements increase the likelihood that he or she will 
repeat a healthy behavior such as using coping skills or consuming the appropriate foods 
(Cabass, Ezell, & Lewis-Fernandez, 2010). The major elements of SCT including 
reciprocal determinism and observational learning are believed to be in effect during the 
course of wellness interventions (Bandura, 2001). Veterans are affected by the interplay 
between factors in his or her environment as well as by observing the experiences and 
responses of peers (VHA, 2012; Goldberg & Resnick, 2010). These interactions align 
with social learning. During the course of receiving MHICM services, veterans engage in 
therapeutic alliances and reciprocate behaviors (Neale & Rosenheck, 1995). These could 
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be learned through role play with the clinician or through peer observation. The wellness 
intervention is aimed at improved health outcomes for veterans having a SMI. A positive 
relationship is expected between wellness program participation and self-rated QOL. 
Quantitative data from the clinical chart combined with a survey instrument will 
comprise the methods to be employed during this study. A quantitative design was used 
to evaluate the veterans’ health-related QOL following the wellness intervention. The 
wellness component of the MHICM program and the psychoeducational group 
incorporate social learning. The outcome of MHICM services are aimed at improved 
QOL for veterans (VHA, 2016; Goldberg & Resnick, 2010).  
Summary 
 
 A comprehensive review of the literature was discussed in chapter 2. The review 
consists of major works related to the research questions. The questions involve veterans’ 
perceived health related QOL in connection with wellness interventions provided by a 
MHICM program. Scholarly studies and inquiry conducted by expert entities were 
included in the literature review. Entities such as SAMHSA and the NASMHPDs were 
instrumental in advancing the cause of recovery and wellness in people with SMI. 
Several threads emerged and became the focus within the literature review. They 
included: mental health recovery and veterans, VHA MHICM services, medical 
comorbidity in people with SMI, wellness interventions, and quality of life for the 
chronically mentally ill. The content revealed a gap with regard to inquiry on wellness 
interventions’ association with QOL in SMI veterans.  
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Chapter 3: Research Method 
Introduction  
The purpose of the study was to evaluate the perceived health-related QOL of 
veterans with SMI who received a wellness intervention. The wellness intervention was a 
combination of mental illness management and health promotion activities. The group of 
veterans with SMI in this study was served by the MHICM. The veterans had severe, 
persistent mental illnesses, and were affected by medical comorbidities (Cradock 
O’Leary et al., 2002). The major methodology I used for the study included a cross-
sectional design, a convenience sample of veterans, and archival data collection 
techniques. I specifically sought to investigate the association between wellness 
interventions and veterans’ QOL. I measured self-reported QOL using a validated survey 
instrument in keeping with other studies of QOL in mentally ill persons (Prince & 
Gerber, 2005; Bowersox, Lai, & Kilbourne, 2012).  
In this chapter, I discuss the research design and rationale for the study and 
explain how the design, including the independent and dependent variables, fits with the 
quantitative inquiry. In the remainder of the chapter I focus on the methodology and 
discuss the study’s population, sampling, data collection, and instrumentation. The 
methods in this study were largely dependent on secondary data including a survey and 
chart audit. I determined the sample and instrument based on the original project which 
entailed a program evaluation of mental health intensive case management services. A 
VA quality of life survey was issued as part of the evaluation and self-adminstered by 
veterans.  
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Research Design and Rationale  
In the study I used a retrospective, cross-sectional design to determine veterans’ 
health-related QOL following a wellness intervention. The main outcome, QOL, was 
evaluated based on veterans’ perceptions. The veteran’s perception of the wellness 
component of the MHICM program was one factor. The other factor was the veteran’s 
perception of the psychoeducational group setting within the wellness service. Other 
researchers have contended that health-related QOL depends on the veterans’ experience 
(Bowersox, Lai, & Kilbourne, 2012). Health-related QOL was self-rated. Table 1 
provides an overview of the two research questions and related variables.  
Table 1 
Wellness Study Research Questions and Variables 
Research questions Independent variable Dependent variables Covariates 
 
RQ1 In male and 
female veterans with a 
SMI, between the ages 
of 30 and 70, what is 
the association between 
involvement in MHICM 
wellness interventions 
and self-reported QOL?  
 
Involvement in the 
MHICM wellness 
interventions 
 
 
 
Self reported QOL 
 
 
 
Age, 
gender, and 
type of 
SMI 
diagnosis 
    
RQ2 In male and 
female veterans with 
SMI, between the ages 
of 30 and 70, what is 
the association between 
involvement in the 
MHICM 
pyschoeducational 
group and self-reported 
of QOL? 
MHICM 
psychoeducational 
group 
 
 
Self reported QOL 
 
 
Age, 
gender, and 
type of 
SMI 
diagnosis 
___________________________________________________________________________ 
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 The retrospective, cross-sectional design guided the data collection. I used data 
from the VR-12 health survey and archival data from the veterans’ clinical charts. The 
VR-12 is a self-administered QOL survey. I extracted independent variables from the 
patients’ charts, and measured each variable at one point in time (Yegidis & Weinbach, 
2002).. They include: (a) involvement in the wellness component of the MHICM 
program and (b) involvement in the psychoeducational group setting of the MHICM 
program. Involvement in the wellness component was measured by the veterans’ number 
of years served in the MHICM program. Their involvement in the psychoeducational 
setting was based on the number of episodes participated in the group.  
I hypothesized that the wellness intervention was a predictor of health-related 
QOL, and selected this intervention because it has a spectrum of activities aimed towards 
recovery for SMI veterans. Wellness activities were oriented to both mental and physical 
health. These comprehensive services were provided to improve health status, quality of 
life, and community adjustment (VHA, 2016). They used a holistic approach to mental 
health recovery including a psychoeducational group in recent years. I identified the 
covariates age, gender, and type of SMI diagnosis as independent variables in predicting 
QOL. I hypothesized that self-reported QOL, in association with the wellness 
interventions, would vary based on these factors.  
Methodology 
Sampling Procedures  
 For this study, I identified a convenience sample of 112 veterans served by a 
MHICM program. Convenience sampling is a practical approach when a pool of persons 
comprises the attributes sought by the study (Frankfort-Nachmias & Nachmias, 2008). 
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The 112 veterans were selected based on variables pertinent to the study. These 112 
veterans completed the VR-12 survey. Other attributes included an SMI diagnosis and 
comorbid medical problems. The veterans also participated in the wellness component of 
the program. A systematic review of studies on psychological, educational, and 
behavioral interventions provided information on effect sizes. The meta-analysis 
conducted by Lipsey and Wilson (1993) showed the treatment effect from select mental 
health interventions. They identified the effect size of 0.36 for “other counseling, psycho-
educational treatment or special therapy” (Lipsey and Wilson, 1993, p. 1184). This effect 
size is applicable to noninstitutional programs for chronic mental illness and reflects the 
general population of individuals with severe mental illness. Veterans served by MHICM 
programs have SMI and reside in their communities. Specific studies involving ACT for 
SMI patients indicate effect sizes of <.33 (small), .33-.55 (medium) and >.55 (large; 
Bond et al., 2001; Bond & Salyers, 2004). These effect sizes are pertinent to SMI 
veterans who receive MHICM services. MHICM services are the VA’s version of ACT 
(Mohamed, Neale, & Rosenheck, 2009; Goldberg & Resnick, 2010).  
 A power analysis was a key consideration for this study due to secondary data. I 
could determine the power given the fixed sample size of 112 and the effect size of 0.55 
(Salkind, 2010). The effect size of 0.55 is recommended value for individuals receiving 
ACT services (Bond et al., 2001; Bond & Salyers, 2004). The power analysis procedures 
should factor in effect size, the alpha level, and sample size. An alpha level of 0.05 is 
acceptable in research (Gertsman, 2008). I used the G Power online calculator to compute 
the power (Faul, Erdfelder, Buchner, & Lang, 2009). Under test family, I selected linear 
multiple regression, random model. Compute achieved power – given α, sample size, and 
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effect size was chosen for the type of power analysis. I then selected two-tailed since the 
hypothesis was nondirectional (Gertsman, 2008). Under alpha error probability, I entered 
a value of 0.05. For probability H1, I entered 0.55 and for H2, I entered 0.33 respectively 
for effect sizes. The number 112 was entered for the total sample size. Lastly, I inputted 5 
for the number of predictors. G Power analyzed these figures and produced a power value 
of 0.93. The output calculated by G Power is displayed in Table 2. A power analysis is 
acceptable in research to determine power when given a fixed sample size (Sage 
Research Methods, 2010). The sample size of 112 was set from the convenience pool of 
veterans.  
Table 2 
Sample Size Output from G Power 3.16 
 Fixed Sample Size 
 
Lower Critical R2  Upper Critical R2 Power 
Wellness Study 112 0.4371655 0.6799079 0.9349683 
     
Note. The power analysis produced a value of 0.93 given the fixed sample size of 112. The sample size was 
derived based on 112 veterans who completed the survey.  
 
Population  
 Veterans in this study were enrolled in a MHICM program at a VA medical center 
in the Southeast. The medical center is in a metropolitan area and is a tertiary facility. It 
provides outpatient care, inpatient services, and long-term care. Its mental health service 
comprises a large continuum of care, and the MHICM program is one of the various 
specialty mental health services. 
 History. The MHICM program is situated in a catchment area with over 3,000 
veterans on the national psychosis registry. The National Psychosis Registry (NPR) 
number is determined based on the number of complex mentally ill veterans receiving 
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outpatient care. A percentage of the NPR data is calculated to estimate the number of 
SMI veterans requiring MHICM services (VHA, 2011). There are over 100 MHICM 
programs within the veterans health network (Mohamed, Neale, & Rosenheck, 2009). 
Approximately 6,000 SMI veterans are served per year by programs. The VA health 
system recognizes a SMI as psychotic disorder or other illness that causes functional 
impairment. During fiscal year 2007, a total of 87% of veterans in VA MHICM programs 
had diagnoses of a psychotic nature (Mohamed, Neale, & Rosenheck, 2009).  
 Statistics on study program. In recent years, the NPR target for the MHICM 
program has increased from 116 (2009) to 134 (2013). Veterans served by the MHICM 
program in this study have SMIs such as schizophrenia, schizoaffective disorder, major 
depressive disorder, bipolar disorder, and post-traumatic stress disorder (VA NEPEC, 
2013). They also have a history of high hospital use and were inadequately served by 
standard outpatient care. These veterans were assessed as requiring higher-intensity 
services to improve their health status, quality of life, and community adjustment. The 
veterans served in this MHICM program have comorbid medical problems. During fiscal 
year 2012, a number of patients had diabetes (37%), hypertension (72%), hyperlipidemia 
(58%), and obesity (51%).  
Recruitment  
 The primary MHICM clinician informed veterans about the program evaluation.  
It was conducted in conjunction with a nursing research hospital event during October 
2012. The MHICM program is multidisciplinary, and standards include evidence based 
practices (VHA, 2016). The initial program evaluation was conducted to  assess 
evidence-based practices provided to SMI veterans. My dissertation study evaluated 
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veterans’ perceived QOL in relation to the wellness component of the program. I used 
secondary data from the program evaluation. Veterans provided it on the self-administerd 
VR-12 survey.  The program identified the survey instrument through VA customer 
service to measure QOL in veterans. MHICM clinicians approached veterans on their 
caseloads during October 2012.  Veterans were asked to participate in the evaluation. The 
MHICM clinician, who is a registered nurse or clinical social worker, provided a brief 
overview of the survey’s purpose. Veterans self-administered the survey within a single 
visit and returned it to the clinician. Surveying occurred during clinic visits and home 
visits. The original data was summarized for descriptive presentation during the nursing 
research event in Fall 2012.  
 Participant categories. A veteran could refuse to participate in the survey if he or 
she chose to. Veterans were screened out by the clinician based on substantial cognitive 
impairment. These were veterans with secondary diagnoses such as dementia or cognitive 
disorder. A total of 112 veterans gave verbal consent and completed the self-administered 
survey.  
Characteristics of Participants 
 The veteran participants were those enrolled in the MHICM Program at a single 
VA health facility. Veterans met the criteria for program admission based on (a) a severe, 
persistent mental illness, (b) inadequately served by conventional clinic-based services, 
and (c) need for community-based mental health services. Approximately 56% of the 
panel had a diagnosis of schizophrenia; this is followed by 15% having schizoaffective 
disorder. The others had SMIs such as major depression and bipolar disorder.  
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 Veterans in the program also had a functional impairment as indicated by inability 
to act independently in one or more domains (VHA, 2016). These domains of functioning 
include work, family, interpersonal, and independent living. (Mueser, 2004). A person 
with schizophrenia may be limited in his or her ability to perform activities of daily living 
such as medication management, budgeting, and housekeeping (VA NEPEC, 2011). 
MHICM programs are evaluated by VA administration to determine the efficacy of 
services. Change in a veteran’s functional status may be observed during the annual 
follow-up. Improved functional status is an indicator for transition to low intensity status 
or discharge from the program.  
Data Collection 
 I used secondary data from the VR-12 survey as a data source. The surveys 
contained a case # for each of the 112 respondents. I also conducted a chart audit to 
collect information on the veteran’s number of years in the program and types of wellness 
services received (see appendix A). Similar methods were used in a study that employed 
a clinical case audit to measure service effectiveness. Researchers used the audit tool to 
collect retrospective data such length of hospital stay (e.g., Udechuku et al., 2005). I 
inputted the audit data into SPSS using the corresponding case #. This data included: age, 
gender, type of SMI diagnosis, years of participation in the MHICM program, and type of 
wellness interventions received. The audit comprised clinical notes during October 2011 
through December 2012. This timeframe was essential as it was a prime period for the 
integration of recovery-based wellness activities. The psychoeducational group was 
implemented in December 2011. I selected the clinical note from the mid-month visit 
with a MHICM provider; this approach ensured consistency and captured documentation 
75 
 
 
 
throughout the one year period. In addition, I identified a veteran’s involvement in the 
psychoeducational group by reviewing those specific notes. A veteran’s involvement in 
the wellness component was constituted by participation in activities such as supportive 
counseling and medication monitoring. Their involvement in the psychoeducational 
group component of the program was constituted by attendance in the group session. 
Attendance in one or more wellness group sessions was captured during the audit.  
Permissions to Access Data 
 I submitted a protocol for the study to the VA institutional review board. The final 
approval was given by the VA research and development (R&D) department. I am 
credentialed research staff and submitted the protocol according to VA processes. The 
VA IRB’s approval was necessary due to the involvement of veteran participants and the 
intent to add to the body of literature. The VA distinguishes research as any activity that 
constitutes scientific inquiry for contributing to the scholarly literature (VHA, 2011). I 
am credentialed through the VA research department to conduct projects at the VA 
medical center. The credentialing process entails online training modules on informed 
consent, human subjects, information security, and biosafety. I also completed a scope of 
practice to conduct the project. The scope of practice specifies privileges on a project 
such as entering data, interacting with participants, and conducting recruitment. I 
received an approval letter from the VA Research and Development department.  It 
served as written permission to conduct the study.  
Survey Instrument  
The Veterans RAND 12 (VR-12) is a brief survey and is used across the veteran 
population to measure health related quality of life (Iqbal, n.d.). It was developed from 
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the Veterans RAND 36 (VR-36) and has been distributed to nearly 2 million veterans 
(Iqbal, n.d.). The VR-12 contains the 12 most important questions from the VR-36 and 
has a mix of response scales. The items on the VR-12 correspond with the physical and 
mental domains (see figure 1.). The emotional health of veterans with SMI is essential 
information due to its influence on functional status. The survey is self-administered to 
veterans having various chronic health problems such as diabetes, lung disease, 
depression and alcoholism (Iqbal, n.d.).  
 The VR-12 was employed in October 2012 during program evaluation of mental 
health intensive case management (MHICM) services at a VA medical center. This 
instrument was chosen due to alignment with physical and mental health domains 
outlined in figure 1. Veterans served by the MHICM program are affected by medical 
comorbidities in addition to having a SMI. More than half of the survey participants have 
a co-occurring medical problem; the top three include: include hypertension, 
hyperlipidemia, and obesity. The VR-12 was determined to be adequate due to its ability 
to measure health related quality of life. It was employed in a VA wide study regarding 
SMI veterans’ QOL (Bowersox, Lai, Kilbourne, 2012). The mission of VA MHICM 
programs is to improve a veteran’s QOL, health status and community adjustment (VA 
MHICM Conference, 2008). The VR-12 has been distributed widely in veteran health 
studies specifically in the areas of hypertension, osteoarthritis, schizophrenia, etc (Iqbal, 
n.d.). The majority of survey participants have a DSM IV diagnosis of schizophrenia.  
 Reliability and validity. Reliability of the VR-12 health survey (see appendix B) 
is evident given its wide distribution within the veteran population. It is used at the 
system and program level to evaluate health outcomes in conditions such as hypertension, 
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osteoarthritis, and schizophrenia (Iqbal et al., n.d.). The VR-12 is regarded as a reliable 
and valid measure of health related quality of life (Iqbal et al., n.d.). The reliability of the 
VR-12 is noted in the consistency of scores when administered to veterans over time. It 
was derived using normative data from studies totaling more than 2 million veterans 
(Iqbal et al., n.d.). Test -retest reliability is indicated in this widely used survey. 
Bowersox, Lai, and Kilbourne (2012) analyzed results from the VR-12 administered to 
2,394 SMI veterans from 107 VA sites. Construct validity is present in that the VR-12 
contains QOL domains. Quality of life was studied in previous studies and a number of 
concepts emerged with regard to the construct. Concepts that collectively defined QOL 
included emotional well-being, physical health, social role functioning, and self-efficacy 
(Prince & Gerber, 2005; Bowersox, Lai, & Kilbourne, 2013). Quality of life also emerged 
as a self-reported measure according to the methods employed in past studies (Bowersox, 
Lai, & Kilbourne, 2013; Mohamed, Rosenheck, & Cuerdon, 2010).  
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Figure 1. Dimensions of the VR-12 health survey include a mental and physical component. The 
components consist of domains which correspond with survey questions. The score from each component 
were used in the data analysis plan for the study. 
 
Physical Health 
Component Score 
Mental Health 
Component Score 
General Health 
1. Your Health 
 
Physical Functioning 
2a. Moderate 
Activities 
2b. Climbing Several 
Stairs 
 Role-Physical 
3a. Accomplished Less 
3b. Limited in Kind 
 
Bodily Pain 
5. Pain Interference 
 
Role-Emotional 
4a. Accomplished Less 
4b. Limited in Kind 
 
 
 Vitality/Mental Health 
6a. Peaceful 
6b. Energy 
6c. Down-Hearted 
 
Social Functioning 
7. Interference in 
Social Activities 
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Study Variables and Constructs 
The major constructs in the study included wellness and health related QOL. 
These constructs were central to the inquiry in the study. I operationalized wellness 
consistent with SAMHSA’s concept of the term as holistic and multi-dimensional 
(SAMHSA, 2012). Wellness intervention in this study consisted of mental illness 
management or health promotion activity. These interventions were provided directly 
during individual visits with the MHICM clinician. For this study, I measured them as: 
(a) medication monitoring, (b) mental wellness planning, and (c) health promotion (see 
appendix A). The psychoeducational group included mental and physical health elements 
for veterans with SMI. I audited psychoeducational group attendance for a 15 month 
period to determine attendance of the 112 veterans. I used the veterans’ number of years 
participated in the MHICM program to measure the independent variable, wellness 
intervention. Data on the specific interventions and group attendance were entered into 
SPSS. Table 3 delineates the variables, value labels and levels of measurement for SPSS. 
I determined the veteran’s SMI based on diagnostic and statistical manual of 
mental disorders (DSM IV) criteria. The diagnosis was assessed and entered by a VA 
psychiatrist during a mental health care episode. I identified wellness interventions in the 
veteran’s chart under three categories: medication monitoring, mental wellness planning, 
and health promotion. Documentation from the mid-month MHICM visit during the 
period of October 1, 2011 through December 31, 2012 were reviewed for wellness 
interventions and counted towards the total for each category. I entered the total 
respectively in SPSS as a numerical value. A veteran could have one or more wellness 
intervention within a given mid-month visit. For example, medication monitoring and 
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wellness planning could both be counted if provided during the visit. The value would be 
2 for that month. If a veteran was not present for a mid-month visit due to vacation or 
other, I assigned a value of zero to that month. Similarly, if a veteran discharged from the 
program, a value of zero was assigned for subsequent months.  
 Medication monitoring indicators encompassed: review of prescribed 
medications, assisting with medication ordering and, or delivery, medication 
education, and setting up the patient’s medication tray.  
 Mental wellness planning indicators encompassed: supportive counseling, 
assistance with WRAP planning, safety planning, crisis prevention.  
 Health promotion indicators encompassed: diabetes management 
reinforcement, care coordination for physical problems, and nutritional and, or 
fitness goal planning. 
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Table 3 
 
Wellness Study Variables for SPSS  
Variable Name Value  
 
Value Label SPSS Level of 
Measurement     
Variable Label 
Age 
 
Gender 
 
 
SMI Diagnosis 
 
 
 
 
 
Medication 
Monitoring 
 
Mental Wellness 
Planning 
 
Health Promotion 
 
 
Psycho ed Grp  
 
VR-12 Scales 
 
N/A 
 
1 
2 
 
1 
2 
3 
4 
5 
 
N/A 
 
 
N/A 
 
 
N/A 
 
 
N/A 
 
Mental Composite 
Physical 
Composite 
 
 
N/A 
 
Male 
Female 
 
Schizophrenia 
Schizoaffective  
Major Depression 
Bipolar 
Other 
 
N/A 
 
 
N/A 
 
 
N/A 
 
 
N/A 
 
Mental Score 
Physical Score 
Scale 
 
Nominal 
 
 
Nominal 
 
 
 
 
 
Scale 
 
 
Scale 
 
 
Scale 
 
 
Scale 
 
Scale 
Scale  
 
 Age 
 
Gender 
 
 
SMI DX 
 
 
 
 
 
MED MONITOR 
 
 
MENT WELL PLN 
 
 
HEAL PROM 
 
 
PSYCHO ED GRP 
 
MENTAL SCORE 
PHSYSICAL 
SCORE 
 
Note. The study variables were coded in SPSS using the above names, labels, and value labels. VR-12 
composite scores for the mental and physical scales were used during statistical analysis to evaluate the 
research questions.  
 
For this study, I operationalized QOL as the veteran’s subjective report of his or 
her well-being. This concept is similar to that employed in a study involving clients in 
assertive community treatment (Prince & Gerber, 2005). QOL in the study consisted of 
self-rated well-being from a physical and mental perspective. The construct was 
operationalized through two subscales in the instrument: physical and mental scales. The 
mental health scale addresses emotional and social. The physical health scale targets 
areas such as general health and bodily pain (Iqbal et al., n.d.). Scores from the mental 
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and physical scales were selected as the dependent variables during statistical analysis. 
Scores on the physical and mental subscales range from zero to 100 (see figure 2.). The 
population norms are around 50 for veterans (Bowersox, Lai, and Kilbourne, 2012). Each 
of the 12 items on the survey required a numeric value to facilitate the scoring. The 
mental and physical score was entered into SPSS on each of the 112 cases. The VR-12 
scoring algorithm uses modified regression estimate to account for any missing values 
(Kazis et al., n.d.). The scoring methods of Kazis et al. (n.d.) were employed. They are 
credited for this contribution to the study.  
100   
(a) 90 
80 
70 
60 
50 
40 
30 
20 
10 
  
Physical Component 
Score 90 
 
Mental Component 
Score 70 
 
Figure 2. Physical and Mental Component scoring of the VR-12 depicts the range of scores that are 
computed using the algorithm. A score of 50 represents the mean population of veterans.  
 
Data Analysis Plan  
I used SPSS software to input and conduct data analysis for the wellness study. 
The survey responses from all 112 veterans were coded in SPSS. These consisted of the 
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VR-12 mental and physical score. Each participant was identified using a case #. 
Information from the chart audit was used to generate descriptive statistics. I inputted 
variables including: age, gender, SMI diagnosis, number of years in the program, types 
of wellness interventions received, and number of group sessions attended. Missing 
information was accounted for during data entry through the respective categories: 
other for SMI diagnoses not represented by the four disorders. The missing data 
category was used accordingly in SPSS to account for information not found in the 
chart due to a veteran’s absence or discharge. I used date of enrollment to determine the 
participant’s number of years in the wellness component of the program. Involvement 
in the psychoeducational group setting was computed based on number of sessions 
attended within the 15 month period. I identified the15 month time-frame because the 
psychoeducational group was first provided within this period and follow-up surveying 
occurred. Other wellness components (i.e., medication monitoring) were in place prior 
to starting the group.  
The study variables were entered into SPSS using the coding outlined in table 3. 
Descriptive and respondent data were entered for the 112 cases. I cleaned the data by 
generating descriptives and frequencies (Green & Salkind, 2011). The following was 
reviewed during the data cleaning process: missing data, minimum and maximum, and 
skewness of the curve. Outliers such as an age outside of the participant range were 
identified and corrected. The chart feature was selected to generate a graph showing the 
curves. I determined the distribution of data based on the curves’ direction. If the 
assumptions were not met for the regression analysis, I determined the appropriate 
parametric or nonparametric test based on level of measurements and other factors 
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(Green & Salkind, 2011). If the assumptions were met, I proceeded with the 
multivariate analysis. Multiple factors were entered simultaneously into the regression 
model. These included the dependent variable and all independent variables including 
covariates: age, gender, and diagnosis. The inclusion of covariates in the analysis 
provided data with regard to their function as confounding variables.  
I added interaction terms to the regression model to evaluate change in the 
dependent variable, QOL, given each covariate (Sage Research Methods, 2015). The 
relationship between the independent variables and dependent variable was 
hypothesized to covary due to these factors. The interaction terms were added by 
multiplying each covariate by the independent variable: involvement in the MHICM 
wellness intervention and involvement in the MHICM psyschoeducational group. The 
product term from each equation was then entered into a bivariate correlation to 
determine the relationship between it and the independent variables (Sage Research 
Methods, 2015). I conducted multivariate analysis was through simultaneous entry of 
all independent variables, product terms and dependent variables into the regression 
model. The presence of multicollinearity between predictors was evaluated through 
indication such as substantial change in coefficients when and independent variable is 
included or excluded (Sage Research Methods, 2015). Adjustments were made to 
reduce multicollinearity if indicated. This could include omitting a dummy variable to 
reduce the number of explanatory variables. I reported the coefficients the output data 
and summarized it to describe statistically significant results. 
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Table 4 
 
Wellness Study Data Analysis  
Research Hypotheses  Variables to Test 
 
Type of Test 
and Model  
Process Employed 
for SPSS data 
analysis    
RQ1 In male and female veterans 
with a SMI, between the ages of 30 
– 70 years old what is the 
association between involvement in 
MHICM wellness interventions and 
self-reported QOL? 
 
 
 
 
 
RQ2 In male and female veterans 
with SMI, between the ages of 30 – 
70 years old what is the association 
between involvement in the MHICM 
pyschoeducational group and self-
reported of QOL? 
 
Involvement in 
MHICM Wellness 
interventions 
 
QOL score 
 
Covariates: age, 
SMI diagnosis, 
gender 
 
Involvement in the 
MHICM 
psychoeducationl 
group 
 
QOL score 
 
Covariates: age, 
SMI diagnosis, 
gender 
Multiple Linear 
Regression, 
Hierarchal 
Model 
(RQ1 and RQ2) 
Multivariate analysis 
will be conducted by 
entering all variables 
into the regression 
model. The model 
will test for the 
confounding effects 
of the covariates and 
interacting effects.  
 
Interaction terms will 
be added to the 
model by multiplying 
IVs by the 
covariates. The 
product terms will be 
applied to the 
regression model. 
The resulting beta 
weights and 
coefficients will be 
presented and 
summarized. Data 
limitations such as 
multicollinearity will 
be described.  
   (RQ1 and RQ2) 
Note. The hypotheses were tested using the above procedures for data analysis in SPSS. The statistical 
model was multiple linear regression, hiearchal  
 
Multiple linear regression. I used regression modeling as the statistical approach 
for this study because it enables analysis between multiple variables (Gertsman, 2008). It 
provides analysis between continuous variables and derives a predictive statistic. The 
resulting coefficients, beta values, and level of significance informed the inferences for 
this study. They are presented in the next chapter. I used multiple linear regression 
determine the relationship between the predictor and criterion variables. The predictor 
variables in this study were: involvement in the MHICM wellness interventions [number 
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of years in the program] and involvement in the MHICM psychoeducational group 
[number of group sessions attend]. The criterion variable was self-reported QOL [total 
VR-12 score]. For this study, I employed hierarchal regression modeling. Variables were 
entered into the model in stages as outlined in table 4. Hierarchal regression modeling 
enabled the variables to be entered into blocks consistent with theory (Sage Research 
Methods, 2005). This plan was preferred based on the identified predictors and their 
theoretical association with QOL.  
Covariates. The covariates in this study were age, gender, and SMI diagnosis. 
Covariation was addressed by employing multiple linear regression to analyze 
relationships between: years in the MHICM program, number of group sessions attended, 
VR-12 score, age, gender, and SMI diagnosis. The interaction terms described earlier 
were added to the model. Multiple linear regression was conducted on gender and SMI 
diagnosis by creating dummy variables in SPSS (Green and Salkind, 2011). I entered a 
nominal level variable such as gender and inputted values to correspond with each 
category: male = 1 and female = 2. The SPSS software recognized and included the 
numerical values as part of the analysis. The resulting statistic informed the reader of the 
change in predictive relationships based on a covariate.  
A hierarchal regression model was employed to analyze the relationship between 
covariates and QOL. I inputted them into the model as follows: age, gender, and type of 
SMI diagnosis. Hierarchal was determined to be the best fit based on theory. The 
threshold for inclusion consisted of the age range, 30-70, male and female gender, and 
SMI diagnoses: schizophrenia, schizoaffective, major depression, and bipolar. I used the  
category other to record diagnoses outside of the four mentioned above.  
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I used descriptive statistics  to analyze the data collected in the chart audit tool, 
appendix B. The data includes demographic information on the sample and wellness 
interventions received: medication monitoring, mental wellness planning, health 
promotion, and group psychoeducation. This data described the proportion of the sample 
that engaged in various types of wellness interventions. These activities also informed the 
reader of specific MHICM wellness interventions provided within the program.  
Threats to Validity 
The threats to validity involved the use of secondary data; the original study was a 
program evaluation. Internal validity was limited because the design was not 
experimental nor did it entail random assignment (Creswell, 2009). Veterans were 
provided the wellness intervention based on their interest. The original study also was 
only composed of veterans with a SMI from one VA site. Similar wellness programming 
may or may not have been available to veterans with SMI at other VA sites. The external 
validity was threatened in that results are not generalizable to veterans receiving mental 
health care at other VA medical centers. Because not all 239,482 cases were included 
from VA wide, results could not be generalized to the overall population of veterans with 
SMI (Creswell, 2009).  
There is a threat to criterion validity due to the absence of a measure to compare 
the survey score. Criterion validity pertains to the consistency between scores produced 
from different measurements (Yegidis & Weinbach, 2002). Quality of life was the 
criterion being predicted in my study. The VR-12 survey is a valid measure of health 
related quality of life (Iqbal et al., n.d.). The threat to criterion validity could be addressed 
by comparing results from another QOL survey administered to veterans. However, the 
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sample of 112 veterans did not complete another measurement of quality of life during 
the program evaluation.  
Ethical Procedures  
 I assured the ethical aspects of the study through the VA IRB process. I am the 
administrator of the program and credentialed research staff at the VA facility. I served as 
principal investigator for this study and had a co-investigator to assist with quality 
checks. An expedited review was obtained through the VA IRB due to the use of 
secondary data; there was no direct contact with human subjects. The secondary data 
consisted of results from the 112 surveys administered in 2012. Data was also collected 
from the charts of the 112 veterans. The chart audits were retrospective with methods to 
assure the anonymity of patients. Privacy and confidentiality were maintained through 
limited access to the patient list. Only the principal investigator and co-investigator had 
access. The patient list, containing names and social security numbers were necessary to 
find and select the computerized record. I used a pre assigned case # to code the chart 
audit form. This same case # was previously used to code the VR-12 survey. The case # 
was used throughout the course of the study during data analysis and reporting to 
maintain the anonymity of subjects.  
 Data security. The patient list was maintained electronically on the secure VA 
server and was destroyed when the chart audits were completed. The principal 
investigator and co investigator received special training from a course entitled 
information security for research staff during the credentialing process. Electronic 
documents were secured on the password protected VA server. The research binder, 
surveys and other paper documents (i.e., chart audit) forms were secured in a locked 
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cabinet in the principal investigator’s office. The principal investigator secured the 
cabinet key on her person. Research records will be destroyed in accordance with VA 
policies following a defined period of time. The appropriate continuous reviews occurred 
through the VA R&D department to insure compliance. 
Summary 
 The research method is detailed in chapter 3. Its major components including the 
research design and rationale, methodology, data analysis plan, and ethical procedures 
were discussed. The study design was cross-sectional, evaluating a group of veterans at 
one point in time. The research questions were examined through use of secondary data 
analysis from the VR-12 survey. A chart audit also informed the data particularly the 
demographics and covariates: age, gender, and SMI diagnosis. A regression model was 
employed to analyze the data using a hierarchal approach. Interaction terms were added 
to the model to evaluate covariates.  
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Chapter 4 Results 
Introduction 
 In this chapter I report the results of this study involving wellness interventions 
for veterans with SMI. The aim of the study was to evaluate the perceived health related 
QOL of veterans with SMI who received a wellness intervention that consisted of mental 
illness management and health promotion activities. The first major research question 
was: In male and female veterans with a SMI, between the ages of 30 and 70, what is the 
association between involvement in MHICM wellness interventions and self-reported 
QOL? 
 H01: There is no association between a SMI veteran’s involvement in MHICM 
wellness interventions and self-reported QOL as measured by years participated 
and VR-12 survey score.  
HA1: There is an association between a SMI veteran’s involvement in MHICM 
wellness interventions and self-reported QOL as measured by years participated 
and VR-12 survey score.  
The second major research question and hypotheses were: In male and female veterans 
with SMI, between the ages of 30 and 70, what is the association between involvement in 
the MHICM pyschoeducational group and self-reported of QOL? 
H01: In male and female veterans’ with SMI, between the ages of 30 and 70, there 
is no association between involvement in the MHICM pyschoeducational group 
and self-reported of QOL as measured by number of groups attended and VR-12 
survey score. 
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HA1: In male and female veterans’ with SMI between the ages of 30 and 70, there 
is an association between involvement in the MHICM pyschoeducational group 
and self-reported of QOL as measured by number of groups attended and VR-12 
survey score. 
 I hypothesized that the covariates age, gender, and SMI diagnosis each had some 
interaction on the outcome of QOL. The outcome entailed the association between a 
veteran’s involvement in the MHICM wellness interventions and self-reported QOL not 
varying by each of the covariates. The alternative hypothesis entailed QOL varying by 
each of the covariates with respect to a veteran’s involvement in the MHICM wellness 
interventions. Similarly, I hypothesized that the association between a veteran’s 
involvement in the MHICM psychoeducational group and self-reported QOL would not 
vary by each covariate. The alternative hypothesis entailed QOL varying by each of the 
covariates with respect to a veteran’s involvement in the MHICM psychoeducational 
group. 
Data Collection 
The data for the study was originally collected in 2012 for a nursing quality event.  
Veterans actively served by the MHICM program were provided the survey for 
completion. The quality project was proposed and led by a MHICM nurse practioner.  
Each veteran’s primary MHICM clinician provided and collected the self-administered 
survey. A total of 115 veterans participated in the survey and 112 completed it. The data 
was presented descriptively for the quality event. I proposed a research project in 2014 
with the aim of contributing to the literature on wellness interventions for veterans with 
SMI. The VA IRB approved the project to evaluate wellness interventions as a predictor 
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of veterans’ QOL. The Walden IRB also approved the project (#02-08-16-0119035) and 
oversaw data analysis along with results reporting. I used a chart audit to collect 
demographic and service use data. Secondary data from the survey and chart audits were 
analyzed to answer the research questions in this study.  
Study Results 
Descriptive statistics of key demographic variables are outlined in table 5. The 
other demographic variables are described further in the next section.  
Table 5 
Descriptive Statistics for Veterans in Wellness Study 
Characteristic N(%)
a
 
 
Mean  Std. Deviation Std. Error 
Age (years) 115  53.88 10.894 1.016 
Gender 
 Male 
 Female  
SMI Diagnosis 
 Schizophrenia 
 Schizoaffective 
 Major Depression 
 Bipolar 
 Other 
MHICM Years (years in program) 
Psycho Ed Grp (# of times attended) 
 
108 (93.9) 
 7 (6.1) 
 
 68 (59.1) 
 18 (15.7) 
 15 (13.0) 
 10 (8.7) 
 4 (3.5) 
115 
115 
 
 
 
 
  
 
 
 
 
5.59 
5.70 
 
  
 
 
 
  
 
 
 
 
4.811 
11.814 
 
 
 
 
 
 
 
 
 
.449 
1.102 
a 
n = 115 
 
The veteran participants’ ages ranged from 23-82. The mean age was 54 which is 
representative of the veteran population served by the MHICM program (Mohamed, 
Neale, & Rosenheck, 2009). A total of 59% (68) had a diagnosis of schizophrenia, 
followed by 16% (18) having schizoaffective disorder. This finding is also representative 
of the veteran population served by MHICM (Rosenheck, Neale, & Mohamed, 2010). 
The descriptive analysis also revealed that the sample was largely composed of male 
veteran participants 94% (108) in contrast to 6% (7) females. Among the wellness 
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interventions provided within the 15 month period, the mean number are as follows: 
medication management (n = 10, SD = 4), health promotion (n = 13, SD 3), mental 
wellness planning (n = 13, SD = 3), and psychoeducational wellness group (n = 6, SD 
=12). These wellness interventions describe the average number of times the specific 
activity occurred or the group was provided based on chart review findings. The mean 
number of 6 for psychoeducational group intervention is low in comparison to the others.  
I cleansed the data using SPSS features to determine ages and survey scores for 
testing the hypotheses. A total of 2 veteran participants (23 and 81 years old) were 
excluded because they were outside the age range of 30-70. I retained two 28 year old 
veterans and rounded their ages to 30 because the late 20s is within the range reported by 
large-scale studies on MHICM programs (Mohamed, Neale & Rosenheck, 2009; 
Mohamed Neale & Rosenheck, 2009). I also excluded a total of 2 veterans who did not 
answer the survey. Among the 115 cases, a total of 111 were analyzed to test the 
hypotheses.  
Testing for Assumptions 
 Assumptions for multiple linear regression were tested using the study variables. 
The assumptions included normality, the linear relationship, multicollinearity, and 
homoscedasticity. The normality assumption was tested by examining the curve of 
variables: age, MHICM years, psycho ed group, physical score, and mental score. Figures 
3 through 8 depict the distribution of variables within the study sample. The curves show 
normal distribution for the variables age, MHICM years, physical score, and mental 
score. The curve for the psychoeducational group was skewed in a positive direction. 
Based on this, I categorized the data into 3 sets with the lowest value as the reference 
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group. Figure 5 shows the curve which I also found to be a nonnormal distribution. In an 
effort to achieve a normal curve, consistent with regression standards, I then log 
transformed the variable data. The variable was transformed in SPSS using Lg10 and 
label as PsyGrp Log. Figure 6 depicts the curve of PsyGrp Log which is slightly skewed 
in a negative direction. I retained this variable and used it for regression analyses in the 
study.  
 
Figure 3. Histogram of age, reveals a normal curve. It is not skewed in either direction. 
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Figure 4. MHICM Years shows a normal distribution of the variable within the sample.  
 
Figure 5. Histogram of PsyEd Grp indicates a non-normal distribution. The variable was coded into 
categories based on the data yielded from veteran participants in the group within a 15 month period.  
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Figure 6. Histogram of Psy Grp Log reveals the distribution resulting from the log transformation of Psych 
Ed Grp. The curve is slightly skewed in a positive direction.  
 
 
Figure 7. VR-12 PHYSICAL reveals that scores on the physical component scale are normally distributed. 
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Figure 8. VR-12 MENTAL reveals that scores on the mental component scale are normally distributed. 
  
The linearity assumption was checked by examining scatterplots of the dependent 
variables, physical score and mental score, and the independent variables. First, I 
conducted bivariate analysis to check for indication of magnitude between the variables. 
Table 6 contains the Pearson correlations which reveal no significant findings.  
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Table 6 
Pearson Correlation of Wellness Study Variables 
 
VR12 PHYSICAL   VR12 MENTAL    MHICM     
   YEARS 
 AGE    PSY GRP LOG 
VR12 PHYSICAL 
Pearson Correlation 1 .111 .091 -.107 .080 
Sig. (2-tailed) 
 
.242 .338 .261 .595 
VR12 MENTAL 
Pearson Correlation .111 1 .003 .160 -.110 
Sig. (2-tailed) .242 
 
.975 .091 .460 
MHICM YEARS 
Pearson Correlation .091 .003 1 .019 .078 
Sig. (2-tailed) .330 .975 
 
.837 .603 
AGE 
Pearson Correlation -.107 .160 .019 1 .056 
Sig. (2-tailed) .261 .091 .837 
 
.706 
PSY GRP LOG 
Pearson Correlation .80 -.110 .078 .056 1 
Sig. (2-tailed) .595 .460 .603 .706 
 
      
Note: There are no significant correlation between independent and dependent variables.  
 
The variables age, MHICM years, and psy grp log are depicted in the scatterplots, 
Figures 9 through 12. There are no patterns indicated among the residuals in Figure 7; 
points are scattered in a nonlinear manner. Thus, the linear assumption is not violated. In 
Figures 10 through 12, there is some indication of a linear pattern. Figure 11 is a 
scatterplot depicting the variable psy grp log in relation to the mental score. The pattern 
depicts a linear relationship.  
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Figure 9. Scatterplot of age in relation to VR-12 Physical score. 
 
 
Figure 10. Scatterplot of MHICM Years in relation to VR-12 Physical score. 
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Figure 11. Scatterplot of PsyGrp Log in relation to VR-12 Mental Score 
 
 
Figure 12. Scatterplot of MHICM Years in relation to Physical score 
 
 The study independent variables were tested for multicollinearity and it was found 
not to be an issue. The variance inflation factor (VIF) is less than three which indicates 
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no problem with multicollinearity. The findings with regard to study variables are 
outlined in Tables 7 and 8.  
Table 7. 
Multicollinearity Statistics of Study Variables 
Unstandardized Coefficients  Std. Coefficients 
Beta    t 
 
    Sig. 
Collinearity Statistics 
 B Std. Error    Tolerance VIF 
(Constant) 35.187 11.635 
 
3.024 .004 
  
AGE -.027 -.146 - .030 -.182 .856 .881 1.135 
MHICM YEARS -.258 .387 -.0108 .667 .508 .882 1.134 
GENDER 6.225 5.485 .192 1.135 .263 .812 1.231 
SMI DX .310 1.286 .037 .241 .811 .978 1.022 
PSY GRP LOG 1.168 2.373 .076 .492 .625 .979 1.021 
Note: The dependent variable is VR-12 physical score 
 
Table 8. 
Multicollinearity Statistics of Study Variables 
Unstandardized Coefficients  Std. Coefficients 
Beta    t 
 
    Sig. 
Collinearity Statistics 
 B Std. Error    Tolerance VIF 
(Constant) 16.924 15.931 
 
1.062 .294 
  
AGE .305 .200 .230 1.528 .134 .881 1.135 
MHICM YEARS -..854 .531 -.243 -.1.609 .115 .882 1.134 
GENDER 16.795 7.510 .350 2.236 .031 .812 1.231 
SMI DX -2.186 1.761 -.177 -1.241 .222 .978 1.022 
PSYCHO ED GRP -2.540 3.249 -.111 -.782 .439 .979 1.021 
Note: The dependent variable is VR-12 mental score 
 
 I evaluated the normality of residuals and residuals against predicted values. 
Residuals histograms Figure 13 and 14 show a normal distribution of the dependent 
variables physical score and mental score. Figures 15 and 16 show no pattern of the 
residuals against predicted values, thus homoscedasticity is not violated.  
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Figure 13. Histogram of regression residual, VR-12 mental score. 
 
 
Figure 14. Histogram of regression residual, VR-12 physical score. 
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Figure 15. Scatterplot of standardized predicted value, VR-12 mental score. 
 
Figure 16. Scatterplot of standardized predicted value, VR-12 physical score. 
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Assumptions Summary 
 
 I tested the assumptions for multiple linear regression including normality, 
linearity, multicollinearity, and homeoscedasticity. The normality assumption was 
violated with regard to the curve for the variable psycho ed grp. The non normal 
distribution of the curve is a limitation and may be corrected in subsequent studies during 
the data collection process. I log transformed the variable after categorical recoding did 
not yield a normal curve. The log transformed variable, psy grp log, produced a slightly 
skewed curve. A limitation was that the data did not closely follow the curve’s line. 
Linearity was not observed between the study variables with the exception of the 
relationship between the psycho grp log and mental score. This relates to the limitation 
involving the variable psycho grp log. Multicollinearity assumptions were met in the 
study as revealed in the correlation matrix and variance inflation factor. This shows that 
the independent variables are independent of each other (Green & Salkind, 2011). I found 
indication of homeoscedasticity as displayed by scatter plots of the regression 
standardized predicted values. This indicates that the variance of errors is the same across 
all levels of the independent variables.   
Regression Analysis 
I used the linear regression model to analyze data and compute inferential 
statistics with respect to predictive relationships. I retained the variables that were 
evaluated during testing of assumptions. The linear regression model was applied to each 
research question and corresponding hypotheses. The findings are presented in Tables 9 
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through 10. Results are displayed according to the VR-12 mental and physical composite 
score as dependent variable. 
 RQ1 In male and female veterans with a SMI, between the ages of 30 – 70 years old 
what is the association between involvement in MHICM wellness interventions and self-
reported QOL? 
H01 There is no association between a SMI veteran’s involvement in MHICM 
wellness interventions and self-reported QOL as measured by years participated 
and VR-12 survey score.  
HA1 There is an association between a SMI veteran’s involvement in MHICM 
wellness interventions and self-reported QOL as measured by years participated 
and VR-12 survey score.  
Research Question 1 
To approach the question, In male and female veterans with a SMI, between the 
ages of 30 – 70 years old what is the association between involvement in MHICM 
wellness interventions and self-reported QOL, a multiple linear regression analysis was 
conducted. I evaluated the prediction of QOL from independent variables: MHICM years, 
Age, Gender, and SMI diagnosis. The results of the multiple linear regression analysis 
revealed MHICM years and SMI diagnosis not to be statistically significant predictors to 
the model (p > .05) when the outcome was mental QOL score. However, the results of the 
multiple linear regression analysis revealed a statistically significant association for the 
predictors: Age and Gender. The results are presented in Table 9. Controlling for Gender, 
the regression coefficient [B = .271, 95% C.I. (.045, .498) p < .05] associated with age 
suggests that with each one year increase in a veteran’s age, the mental QOL score 
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increases by approximately 0.27 units. Similar results were found for the predictor 
Gender. For this analysis, I value coded Gender as [Males = 1] and [Females=2]. 
Controlling for Age, the regression coefficient for Gender was [B = 10.6, 95% C.I. (.455, 
.498) p < .05]. Thus, there was approximately an 11 unit increase in mental QOL score 
unit for females over males.  
Table 9. 
Outcome of predictive relationship between veteran years in program and QOL Mental score 
Predictors B  Std. Error   Beta  t Value Significance 
(Constant ) 15.875 9.601  1.653 .101 
MHICM Years 
Age 
Gender 
SMI Diagnosis 
-.083 
.271 
10.699 
-1.008 
.248 
.114 
5.168  
1.029 
-.032 
.235 
.204 
-.093 
-.335 
2.376 
2.070 
-.980 
.738 
.019 
.041 
.329 
 
Note. The analysis pertains to the relationship between the wellness intervention as measured by number of years 
participated in the program and the VR-12 mental composite score. SMI Diagnosis was value coded as: SCHIZ 
[schizophrenia] = 1, SCAD [schizoaffective] = 2, MDD [major depression] = 3, BIP [bipolar] = 4, and Other = 5. 
 
I used the research question to evaluate the association between veterans’ 
involvement in MHICM wellness interventions and self-reported QOL, varying by age, 
gender, and SMI diagnosis. I introduced interaction terms to the regression model. They 
represent a product term computed for each covariate, depicted in Figure 17 and 18. I 
analyzed the data to test the interaction between the independent variables, covariates: 
age, gender, SMI diagnosis, and the outcome variable mental component score. I entered 
all independent variables and product terms in to the regression model. The predictors 
entered included: MHICM years, age, gender, SMI diagnosis followed by product terms: 
Age MHICM yrs, Gender MHICM yrs, SMI MHICM yrs, Age Psy Grp Log, Gender Psy 
Grp Log, and SMI Psy Grp Log. The outcome variable was mental component score. The 
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linear regression model revealed no significant findings with the addition of product 
terms. Thus, the previous model was the best fit to use for the study analysis.   
     
  Figure 17. Computation of each product term is depicted. Each covariate was multiplied by the  
  independent variable number of years involved in the MHICM program.  
 
  Figure 18. Computation of each product terms depicted. Each covariates was multiplied by the  
  independent variable psychoeducational group participation.  
 
To predict QOL in relation to involvement in the wellness intervention, I also 
evaluated the independent variables: MHICM years, age, gender, and SMI diagnosis on 
the outcome variable, physical QOL score. There was no statistically significant 
relationship between the predictors and physical QOL score. Results are presented in 
Table 10. Thus, the alternative hypothesis is rejected and the null hypothesis is retained. 
The finding was also non significant when product terms were introduced. 
 
Age x PsyGrp Log 
 
Age_PsyGrp Log 
 
Gender x PsyGrp Log 
 
Gender_PsyGrp Log 
 
SMI x PsyGrp Log 
 
SMI_PsyGrp Log 
 
Age x MHICM Years 
 
Age_MHICMyrs 
 
Gender x MHICM Years 
 
Gender_MHICMyrs 
 
SMI x MHICM Years 
 
SMI_MHICMyrs 
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Table 10. 
Outcome of predictive relationship between veteran years in program and QOL Physical score 
Predictors B  Std. Error   Beta  t Value Significance 
(Constant ) 45.935 8.149  5.637 .000 
MHICM Years 
Age 
Gender 
SMI Diagnosis 
.188 
-.103 
-.336 
-.345 
.210 
.097 
4.387 
.873 
.087 
-.108 
-.008 
-.038 
.895 
-1.064 
-.077 
-.395 
.373 
.290 
.939 
.694 
 
Note. The analysis pertains to the relationship between the wellness intervention as measured by number of years 
participated in the program and the VR-12 physical composite score. SMI Diagnosis was value coded as: SCHIZ 
[schizophrenia] = 1, SCAD [schizoaffective] = 2, MDD [major depression] = 3, BIP [bipolar] = 4, and Other = 5. 
 
Research Question 2 
 
To approach the question, In male and female veterans with SMI, between the 
ages of 30 – 70 years old what is the association between involvement in the MHICM 
pyschoeducational group and self-reported of QOL, a multiple linear regression analysis 
was conducted. I evaluated the prediction of QOL from independent variables: MHICM 
years, Age, Gender, and SMI diagnosis. The results of the multiple linear regression 
analysis revealed MHICM years and SMI diagnosis not to be statistically significant 
predictors to the model (p > .05) when the outcome was physical QOL score. However, 
the results of the multiple linear regression analysis revealed a statistically significant 
association for the predictors: Age and Gender. The results are presented in Table 11. 
Controlling for Gender, the regression coefficient [B = .268, 95% C.I. (.040, .497) p < 
.05] associated with Age suggests that with one year increase in a veteran’s age, the 
mental QOL score increases by approximately 0.27 units. Similar results were found for 
the predictor, Gender. For this analysis, Gender was value coded as [Males = 1] and 
[Females=2]. Controlling for age, the regression coefficient for Gender was [B = 10.5, 
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95% C.I. (.160, 20.8) p < .05]. Thus there was approximately an 11 unit increase in 
mental QOL score unit for females over males.  
Table 11. 
Outcome of relationship between veteran participation in the psycho ed group and QOL mental score 
Predictors B  Std. Error   Beta  t Value Significance 
(Constant ) 15.619 9.657  1.617 .109 
Psy Grp Log 
Age 
Gender 
SMI Diagnosis 
.003 
.268 
10.526 
-.946 
 
.101 
.115 
5.230 
1.012 
.002 
.232 
.201 
-.087 
 
.026 
2.326 
2.013 
-.934 
.979 
.022 
.047 
.352 
Note. The analysis pertains to relationship between the wellness intervention as measured by involvement in the 
psychoeducational group and the VR-12 mental composite score. SMI Diagnosis was value coded as: SCHIZ 
[schizophrenia] = 1, SCAD [schizoaffective] = 2, MDD [major depression] = 3, BIP [bipolar] = 4, and Other = 5. 
 
I used the second research question to evaluatethe association between veterans’ 
involvement in psychoeducational group and self-reported QOL, varying by age, gender, 
and SMI diagnosis. I introduced interaction terms to the regression model. They represent 
a product term computed for each covariate. The terms are displayed in Figure 17 and 18. 
The data was analyzed to test the interaction between the independent variables, 
covariates: age, gender, SMI diagnosis, and the outcome variable physical component 
score. I entered all independent variables and product terms in to the regression model. 
The predictors entered included: MHICM years, age, gender, SMI diagnosis followed by 
product terms: Age MHICM yrs, Gender MHICM yrs, SMI MHICM yrs, Age Psy Grp 
Log, Gender Psy Grp Log, and SMI Psy Grp Log. The outcome variable was physical 
component score. The linear regression model revealed no significant findings with the 
addition of product terms. Thus, the previous model was the best fit to use for the study 
analysis.  
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To predict QOL in relation to involvement in the psychoeducational group, I 
evaluated independent variables: MHICM years, age, gender, and SMI diagnosis on the 
outcome variable, physical QOL score. There was no statistically significant relationship 
between the predictors and physical QOL score. Results are presented in Table 12. Thus, 
the alternative hypothesis is rejected and the null hypothesis is retained. The finding was 
also non significant when product terms were introduced.  
Table 12. 
Outcome of predictive relationship between participation in psycho ed group and QOL physical score 
Predictors B  Std. Error   Beta  t Value Significance 
(Constant ) 35.808 11.544  3.015 .004 
Psy Grp Log 
Age 
Gender 
SMI Diagnosis 
1.053 
-.021 
5.142 
.380 
2.351 
.145 
5.205 
1.274 
.068 
-.028 
.159 
.046 
.448 
-.145 
.988 
.298 
.656 
.885 
.329 
.767 
 
Note. The analysis pertains to the relationship between the wellness intervention as measured by veterans’ involvement 
in the psychoeducational group and the VR-12 physical composite score. SMI Diagnosis was value coded as: SCHIZ 
[schizophrenia] = 1, SCAD [schizoaffective] = 2, MDD [major depression] = 3, BIP [bipolar] = 4, and Other = 5. 
 
Overall, the study results reveal no significant relationship between key 
independent variables: number of years in the wellness program and psychoeducational 
group participation in association with QOL. The covariates Age and Gender did yield 
significant relationships. This finding implicates the need for further exploration to 
determine age related QOL among veterans with SMI as well as gender related QOL. The 
variables’ role as confounders also requires additional investigation. The significant 
findings pertain to the relationship between covariates and the outcome variable, mental 
QOL score. There were no significant findings evaluated between any predictors and the 
outcome variable, physical QOL score. The findings regarding acceptance of null 
hypotheses are outlined below.  
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RQ1 In male and female veterans with a SMI, between the ages of 30 and 70 
years old what is the association between involvement in MHICM wellness 
interventions and self-reported QOL? 
Study Finding: 
H01 There is no association between a SMI veteran’s involvement in MHICM 
wellness interventions and self-reported QOL as measured by years participated 
and VR-12 survey score.  
HA2 The association between a SMI veteran’s involvement in MHICM wellness 
interventions and self-reported QOL does vary by age.  
H03 The association between a SMI veteran’s involvement in MHICM wellness 
interventions and self-reported QOL does not vary by mental health diagnosis. 
H04 The association between a SMI veteran’s involvement in MHICM wellness 
interventions and self-reported QOL does vary by gender. 
RQ2 In male and female veterans with SMI, between the ages of 30 and 70 years old 
what is the association between involvement in the MHICM psychoeducational group 
and self-reported of QOL? 
Study Finding: 
H01 In male and female veterans’ with SMI, between the ages of 30 and 70 years 
old there is no association between involvement in the MHICM 
psychoeducational group and self-reported of QOL as measured by number of 
groups attended and VR-12 survey score. 
H02 The association between a SMI veteran’s involvement in the MHICM 
psychoeducational group and self-reported QOL does vary by age.  
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H03 The association between a SMI veteran’s involvement in the MHICM 
psychoeducational group and self-reported QOL does not vary by mental health 
diagnosis.  
H04 The association between a SMI veteran’s involvement in the MHICM 
psychoeducational group and self-reported QOL does vary by gender.  
Summary 
 The chapter presents the study data analysis and its findings. The descriptive data 
are presented and described. The findings are representative of the SMI veteran 
population served by MHICM programs. The sample contained a plurality of males and 
veterans with the diagnosis schizophrenia. Linear regression modeling was consistently 
employed to conduct the multivariate analyses. The inferential findings show that the 
wellness interventions were not a significant predictor of veterans’ self-rated QOL. The 
covariates, age and gender were found to have significance in the regression model with 
regard to the mental score outcome. However, less than 7% of the variance was attributed 
to each of these covariates. Chapter 5 discusses the results of the dissertation and 
compares the findings to previous studies. The implications related to wellness 
interventions for veterans with SMI are discussed.  
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Chapter 5 Discussion 
Introduction 
I conducted this study to evaluate wellness intervention as a QOL predictor in 
veterans with SMI. Veterans with SMI experience medical comorbidities in addition to 
their severe mental illness (Bingham & Blow, 2001; Cradock O’Leary et al., 2002). The 
study interventions were the veterans’ number of years served in the wellness program 
and their participation in the psychoeducational group. Veterans served by the MHICM 
program received various wellness interventions: medication management, health 
promotion, mental wellness planning, and psychoeducational group intervention. This 
was a quantitative, nonexperimental study. In which I used secondary data from the VR-
12 survey which provides for self-rated QOL data on mental and physical wellbeing 
(Kazis et al., n.d.). I analyzed a total of 111 survey results and also included data from a 
chart audit.  
 The key descriptive findings of the study revealed a sample representative of the 
SMI veteran population. Schizophrenia is a prominent primary diagnosis, and male 
veterans are the largest group served by MHICM programs (Rosenheck, Neale, & 
Mohamed, 2010). The multivariate analysis showed some nonsignificant relationships 
between the wellness intervention and veterans’ self-rated QOL. I found the covariates 
age and gender to be predictors of QOL mental score; they are potential confounders of 
true relationships in the study. Regression modeling was employed to assess the 
hypotheses and the null ones were accepted. I further analyzed the covariates age, gender, 
and SMI diagnosis to compute interactions using product terms. No significant 
relationships were found with the addition of product terms.  
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Interpretation of Findings 
 The findings of the study indicate the need to explore other factors that may 
contribute to QOL among persons with SMI. These factors are multidimensional, as 
indicated by QOL measures. For example, the Lancashire Quality of Life Profile 
evaluates eight life domains: living situation, family social relationships, leisure 
activities, work/education, finances, personal safety, and health (Oliver, Huxley, & 
Priebe, 1997). In contrast, the VR-12 survey evaluates health related quality of life in two 
domains: mental and physical (Iqbal et al., n.d.). These domains are consistent with the 
study findings in that a large percentage of the variance was explained by variables not 
included. With regard to wellness interventions, my study differed from previous 
literature in that no significant association was found between the activities and QOL. 
The lifestyle interventions for individuals with SMI discussed by Cabassa, Ezell, and 
Lewis-Fernandez (2010) are similar to the wellness activities employed in the study. 
However the clinical activities that Cabass et al. outlined targeted areas such as balanced 
meal planning and physical activity. Mental interventions such as motivational 
interviewing were also emphasized. The wellness interventions in my study--medication 
management, health promotion, mental wellness planning, and psychoeducational 
groups--are broader categories. There may be a need to target specific interventions 
within these categories when conceptualizing future studies. For example, MHICM 
programs employ motivational interviewing to promote veteran ownership of health 
(VHA, 2016). Motivational interviewing could be a specific predictor.  
The other key independent variable, involvement in the psychoeducational group, 
could be defined to evaluate unique elements in relation to QOL. The intent is to educate 
115 
 
 
 
persons with mental illness and provide them the skills to function in their daily lives 
(Kraenzle, Schneider, & Cook, 2005). In comparison, the MHICM psychoeducational 
group’s aim is similar, but the focus is on various topics such as social skills training and 
health and wellness (VHA, 2016). Perlman et al. (2010) conducted a multidimensional 
group for veterans with mental illness. The study yielded outcomes on multiple domains:   
emotional role, social, mental, and physical. Again, there may be a need to tease out 
certain aspects of the MHICM wellness intervention and include them as predictors in 
future studies. The recovery model is the framework from which MHICM services 
operate (Goldberg & Resnick, 2010). Recovery components would be another 
consideration when defining the psychoeducational group. Peer support is a recovery 
principle. The literature shows that when peer support is integrated into SMI veterans’ 
care, positive recovery is achieved (Bowersox, Lai, & Kilbourne, 2012).  
 The study findings may inform the discipline of public health with regard to care 
features that integrate wellness. Over 43 million adults have a mental illness (SAMHSA, 
2013). The public health problem is exacerbated by the proportion of individuals having a 
SMI. Severe mental illness affects a person’s functional ability, thus disabling them from 
full engagement in daily living activities (Healthy People 2013). This extends to their 
functional ability to work, participate in health care, and engage in their communities. 
The results from this study contribute to the body of literature that could inform 
exploratory and explanatory studies. In particular, public health research focused on the 
wellness of people with severe mental illness is a theme in the literature. Wellness is a 
holistic concept, and the public health arena is well-suited to investigate wellness with a 
targeted focus on subgroups. The American Public Health Association (2013) 
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exemplifies a multidisciplinary body. Special sections such as mental health provide the 
impetus to advance issues affecting persons with psychiatric illness.  
 The social cognitive theoretical framework proved to be instrumental to this 
study. The sample of veterans with SMI exercised behavioral capability, self-efficacy and 
observational learning. Their behavioral capability was evident in their ability to engage 
the wellness service and continuously interact with the care environment. The years 
served by the program ranged from 1 to nearly 20 years for veterans. The data also 
indicates that the veterans exhibited self-efficacy in that they demonstrated ongoing 
participation in wellness activities. A veteran’s follow-through with activities such as 
managing their medications and adhering to a wellness plan illustrates self-efficacy. 
Veterans were exposed to and practiced recovery skills such as medication self-
management (VHA, 2016). Role modeling is practiced within the psychoeducational 
group setting and during individual sessions. These group and individual sessions are 
components of the wellness intervention.  
Limitations of the Study 
The study’s limitations were consistent with those I described in Chapter 1. The 
generalizability of the findings involve their relevance to other SMI veterans. The study 
sample consisted of participants served by a single MHICM program in the Southeast. 
The results cannot be generalized to other VA MHICM programs or to veterans with SMI 
served outside of the specialty program. The program within the study contained unique 
characteristics such as its psychoeducational group. The study is trustworthy in that I 
incorporated self-reported data from the veterans, information from their chart, and sound 
methodology. However, the design and type of data could be strengthened. A limitation 
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also resulted from the method of data analysis. The normality assumption was violated 
when examining the variable psychoeducational group. The curve was positively skewed 
which indicates that there were some extreme outliers. The number of group sessions 
attended by some veterans was zero and another was as high as 53 sessions. This finding 
may have distorted the relationship between variables found during statistical analysis. 
With regard to veterans’ participation in the psychoeducation group, barriers such as no 
transportation and lack of tolerance for the group setting may have prevented attendance 
(Mohamed, Neale, & Rosenheck, 2009). These potential barriers affecting attendance 
may have contributed to the nonnormally distributed Psycho ed Grp variable. There were 
also linear patterns in some scatterplots of standardized predicted values. Thus, the study 
results may underestimate the true relationships involving independent variables MHICM 
years and Psycho ed Grp.  
This wellness study of SMI veterans also had limitations involving its design and 
use of secondary data. The study’s design was nonexperimental which posed limitations 
with deriving causal relationships. An experimental design using random assignment to a 
treatment group and a control group would support strong empirical findings (Crosby, 
DiClemente, & Salazar, 2006). Both groups could receive a pretest using the VR-12, 
followed by the wellness intervention. The wellness intervention could be the standard 
one offered by the program and provided to the treatment group. A modified version 
having minimal emphasis on wellness could be offered to the control group. A posttest on 
the VR-12 could have yielded data to test for group differences using baseline and 
outcome data. The major strength of experimental studies is causal inference (Crosby, 
DiClemente, & Salazar, 2006). For the wellness study, an experimental design would 
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allow fair conclusions with regard to the interventions causing a change in veterans’ 
QOL.  
The secondary nature of the data has limitations that involve the veteran’s self- 
ratings. Although the survey data was self-reported from veterans with SMI, the original 
purpose of the survey was not for the wellness project. Perhaps the VR-12 QOL survey or 
another administered directly to evaluate the wellness intervention would have yielded 
more relevant findings. The findings would also have greater validity. 
Recommendations 
 My recommendations for further research are grounded in strategies to improve 
(a) sampling, (b) design, and (c) measurements. The ability to generalize findings to 
veterans with SMI could be enhanced by targeting a larger pool of participants. The 
outpatient mental health clinics and day treatment programs serving veterans with SMI 
could be targeted for sample recruitment. The recruitment could be extended to other VA 
sites nationwide to obtain an inclusive sample of veterans from various geographic areas. 
The design of the study would gain strength by employing experimental or quasi-
experimental approaches. The experimental design could entail a randomized trial of the 
wellness intervention using a treatment and control group. A pretest and posttest would 
enable the researcher to conduct baseline comparison to posttest outcomes. The wellness 
study produced nonsignificant findings. Factors that may have contributed include the 
lack of a pretest to discern QOL status prior to the wellness intervention.  
 The type of measurement is another area for consideration for when 
recommending further research regarding wellness interventions for veterans with SMI. 
The VR-12 is a valid measure of QOL in veteran populations (Kazis et al. n.d.). There are 
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other survey instruments that may be relevant to evaluate QOL in the subgroup with SMI. 
For example, Prince and Gerber (2005) discussed the subjective wellbeing ratings from 
individuals with SMI served by an ACT program. In another study, subjective QOL was 
investigated among a sample using the Satisfaction with Life Domain Scale (Tempier, 
Caron, Mercier, & Leouffre, 1998). Tempier et al. defined QOL from the perspective of 
the person’s living as a whole. This includes not only health but also social resources 
such as housing. Perhaps, another instrument could be incorporated into the wellness 
study to expand the scope of quality of life. There are implications for social wellbeing.  
Implications 
 The implications for the wellness study in veterans with SMI involve positive 
social change for the individual and society. There are also implications for organizations 
in evaluating mental health consumer’s QOL. The sample of veterans with SMI displayed 
behaviors consistent with the SCT principles, self-efficacy and behavioral capability. 
These were demonstrated through continuous engagement in the one on one wellness 
services. The recovery model remains the framework for VA mental health services 
(VHA, 2016). Innovations such as wellness groups are provided within mental health 
programs (Perlman et al., 2010). Specific interventions such as social skills training 
provide the living skills to build positive interpersonal relationships (Galdersisi et al., 
2010). These skills support the persons’ ability to function in their communities and to 
integrate into society. For example, the SMI could re enter the workforce, participate in 
civic activities, and maintain involvement with a church. Re integration into the 
workforce is promoted by VA supported employment which operates alongside MHICM 
programs (Goldberg & Resnick, 2010). Their recovery progress is evident through 
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increased personal responsibility, hope and peer support (SAMHSA, 2011). Peer support 
extends beyond their veteran peers and could also emerge in community settings. For 
example, SMI veterans may serve on a local or state council or in organizations such as 
the National Alliance for Mental Illness (2015).  
 Although the wellness framework is discussed, no theory exists to define sound 
tenets. The literature indicates that the wellness framework requires scholarly 
investigation to establish its scientific relevance (Swarbrick, 2006). Studies are required 
to investigate a wellness framework for persons with severe mental illness. Once the 
theory is established, organizations may be better prepared to conceptualize wellness 
studies to evaluate services for the SMI population. Public health employs the use of 
theoretical frameworks when designing programs. The framework informs the evaluation 
component by assuring alignment with theoretical principles (National Cancer Institute, 
2005). The wellness framework is implicated for evaluating programs serving the special 
population of people with SMI. 
 The study findings were not significant but enrich the body of knowledge to 
inform scholars and infrastructures. The unique wellness services provide some 
perspective on understanding the types of interventions to include in a program. These 
evidence-based interventions such as social skills training and motivational interviewing 
are described in VA MHICM policy (VHA, 2016). The study limitations could be 
addressed by refining the design and data analysis plan. With regard to the wellness 
intervention and the psychoeducational group, elements within each could be isolated and 
tested. For example, the medication self-management efficacy of group participants could 
be compared pre and post teaching after a series of session. Exploratory or explanatory 
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studies could give insight to program planning and evaluation for serving persons with 
SMI. The wellness study demographics also reveal some useful information in reference 
to types of SMIs affecting the veteran population. Public health planners could 
incorporate this data to target persons with schizophrenia when conducting formative 
evaluation. This group was the highest represented with SMIs in the study. Thus, public 
health programs would be better equipped to serve the demographics of SMI persons.  
Conclusions 
 The major conclusions from this study encompass the relevance of evidence-
based interventions for veterans with SMI. The literature supports these interventions 
such as social skills training, peers support, and wellness recovery planning. Such 
interventions are pertinent to the VA’s practice of a recovery model in treating veterans 
with SMI (Goldberg & Resnick, 2010). The study results do not advance the 
implementation of wellness programs to improve SMI veterans’ QOL. However, the 
guiding principles of recovery are connected to the broad dimensions of wellness. These 
general dimensions: emotional, environmental, financial, intellectual, occupational, 
physical, social, and spiritual relate to the holistic care provided by MHICM programs 
(SAMSHA, 2013; VHA, 2016). The wellness of populations with mental illness is 
consistent with these holistic dimensions and public health’s mission. Public health is 
concerned with the overall person and encompasses the mental, physical, living, and 
work. The goal of public health to “promote and protect the health of people and the 
communities where they live, learn, work and play” (APHA, 2013 para. 1). Public health 
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programs including state mental health departments could integrate evidence-based 
inputs to affect the overall health of persons.  
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Appendix A: Chart Audit Form 
Case # ______________________________   Date of Audit ________________ 
 
 
1. Age 
Note: Refer to Patient ID Tab or Face Sheet 
18-29 □  30-49 □  
50-69 □  70+ □ 
2. Number of Years in MHICM Program 
Indicators: MHICM Initial Assessment Note, 
Initial Data Form (IDF) Completion Date, 
Progress Note of first MHICM visit 
Less than 1 Year □  1-5 Years □ 
6-10 Years □  11-15 Years □  
16-20 Years □  21 Years or Greater □ 
3. Primary Psychiatric Diagnosis 
Note: Refer to Problem List or Last Psychiatric 
Visit Note 
 
Schizophrenia □  Schizoaffective □ 
Major Depression □  Bipolar □ 
PTSD □  Other □ 
4. Medication Monitoring 
 
Indicators: observed medication set up, 
reviewed/educated on, delivered medication, etc. 
 
___________________ 
(Number of episodes during the 15 months) 
 
5. Mental Wellness Planning 
 
 
Indicators: WRAP completion, safety plan, crisis 
plan, supportive counseling, etc. 
___________________ 
(Number of episodes during the 15 months) 
 
 
6. Health promotion 
 
Indicators: Walking plan, diabetes management 
reinforcement, care coordination for physical 
problems, nutritional and, or fitness goal 
planning, etc.  
 
___________________ 
(Number of episodes during the 15 months) 
 
 
7. Group Psychoeducation 
 
Indicators: Participation in a MHICM Wellness 
Group session.  
 
 
___________________ 
(Number of sessions during the 15 months) 
 
 
Instructions: Use the audit tool to generate a report on findings from the veteran’s CPRS chart during the 
period of October 1, 2011 – December 31st, 2012. These contacts are specific to MHICM visits. Refer to 
MHICM visits notes including contacts with the social worker, nurse, nurse practitioner, and psychiatrist. 
The mid month note from the 15 month period will be reviewed during the audit to determine specific 
wellness interventions such as medication monitoring.  
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Appendix B 
 
 
OMB ###-#### 
 
Administrative use only: 
Local Identifier Study ID:   
 
 
Navigator:   
Date:   
 
THE VETERANS RAND 12-ITEM HEALTH SURVEY (VR-12) 
 
 
The following questions ask for your views about your health—how you feel 
and how well you are able to do your usual activities. All kinds of people 
across the country are being asked these same questions. Their answers and 
yours will help to improve health care for everyone. There are no right or 
wrong answers; please choose the answer that best fits your life right now. 
 
Answer each question by marking an ‘X’ next to the best response. For example: 
 
What is your gender? 
 Male 
Female 
 
 
 
Q1. In general, would you say your health is: 
 
Excellent 
Very good 
Good 
Fair 
Poor 
 
Q2. The following questions are about activities you might do during a typical day. Does 
your health now limit you in these activities? If so, how much? 
 
 
a. Moderate activities, such as moving a table, pushing a vacuum cleaner, bowling or 
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playing golf? 
 
Yes, limited a lot 
Yes, limited a little 
No, not limited at all 
 
 
b. Climbing several flights of stairs? 
 
Yes, limited a lot 
Yes, limited a little 
No, not limited at all 
 
Public reporting burden for this collection of information is estimated to average 7 minutes per response. 
This time includes the length of time allotted for the survey questions. An agency may not conduct or 
sponsor, and a person is not required to respond to, a collection of information unless it displays a 
currently valid OMB control number. Send comments regarding this burden estimate or any other 
aspect of this collection of information, including suggestions for reducing this burden, to: Address, 
ATTN; PRA (XXX-XXXX). Do not return the completed form to this address. 
 
 
Rev 19-Sep-2011 Entered: __ __ / __ __ / __  By: 
_   
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Q3. During the past 4 weeks, have you had any of the following problems with 
your work or other regular daily activities as a result of your physical 
health? 
 
 
a. Accomplished less than you would like. 
 
No, none of the time 
Yes, a little of the time 
Yes, some of the time 
Yes, most of the time 
Yes, all of the time 
 
 
b. Were limited in the kind of work or other activities. 
 
No, none of the time 
Yes, a little of the time 
Yes, some of the time 
Yes, most of the time 
Yes, all of the time 
 
Q4. During the past 4 weeks, have you had any of the following problems with your 
work or other regular daily activities as a result of any emotional problems 
(such as feeling depressed or anxious)? 
 
 
a. Accomplished less than you would like. 
 
No, none of the time 
Yes, a little of the time 
Yes, some of the time 
Yes, most of the time 
Yes, all of the time 
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b. Didn’t do work or other activities as carefully as usual. 
 
No, none of the time 
Yes, a little of the time 
Yes, some of the time 
Yes, most of the time 
Yes, all of the time 
 
 
Q5. During the past 4 weeks, how much did pain interfere with your normal work 
(including both work outside the home and housework)? 
 
Not at all 
A little bit 
Moderately 
Quite a bit 
Extremely 
 
 
These questions are about how you feel and how things have been 
with you during the past 4 weeks. For each question, please give 
the one answer that comes closest to the way you have been 
feeling. 
 
 
Q6a. How much of the time during the 
past 4 weeks: 
 
Have you felt calm and peaceful? 
 
All of the time 
Most of the time 
A good bit of the time 
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Some of the time 
A little of the time 
None of the time 
 
 
Q6b. How much of the time during the past 4 weeks: 
 
   Did you have a lot of 
energy? 
 
All of the time 
Most of the time 
A good bit of the time 
Some of the time 
A little of the time 
None of the time 
 
 
Q6c. How much of the time during the past 4 weeks: 
 
Have you felt downhearted and blue? 
 
All of the time 
Most of the time 
A good bit of the time 
Some of the time 
A little of the time 
None of the time 
 
 
Q7. During the past 4 weeks, how much of the time has your physical health or 
emotional problems interfered with your social activities (like visiting with 
friends, relatives, etc.)? 
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All of the time 
Most of the time 
Some of the time 
A little of the time 
None of the time 
 
 
Now, we’d like to ask you some questions about how your health may 
have changed. 
 
 
Q8. Compared to one year ago, how would you rate your physical health in general 
now? 
 
Much better 
Slightly better 
About the same 
Slightly worse 
Much worse 
 
Q9. Compared to one year ago, how would you rate your emotional problems 
(such as feeling anxious, depressed or irritable) now? 
 
Much better 
Slightly better 
About the same 
Slightly worse 
Much worse 
 
Your answers are important! 
 
Thank you for completing this questionnaire! 
 
